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Preface
 

The epidemic of drug and alcohol abuse that threatens our nation has 
many economic and social costs, but its cost to families is our greatest 
national deficit. Increasing numbers of Americans are living on the 
outskirts of hope and opportunity, with hundreds of thousands of 
children and adolescents feeling the devastating effects of abuse and 
neglect, homelessness, violence, and economic erosion. The widespread 
use of alcohol and other drugs by parents and other family members 
intensifies these social ills. Families should be on the front line of 
defense in the nation’s war on drugs, but in many cases, alcohol and 
other drugs have broken through the line. Many children and youth 
stand unprotected. The child welfare community cannot carry out its 
mandate to protect children unless there is a dialogue among profes­
sionals and caregivers from such disciplines as child welfare, substance 
abuse prevention and treatment, mental health, juvenile justice, pub­
lic assistance, and domestic violence. It is through collaboration that 
effective innovations in policies, programs, and practices evolve. 

The Child Welfare League of America is especially grateful for the 
energy, talent, vision, and commitment of Nancy Young, Sid Gardner, 
and Kimberley Dennis, the authors of this guidebook. We believe that 
Responding to Alcohol and Other Drug Problems in Child Welfare: 
Weaving Together Practice and Policy will be a valuable resource to 
guide the important work that must be done to protect children and 
strengthen families. 

David S. Liederman 
CWLA Executive Director 
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Introduction
 

Many parents coming into contact with the child welfare system are 
users and abusers of alcohol and other drugs (AOD), the effects of 
which impair their parenting skills and threaten the safety of their 
children. (This guidebook cites estimates of 40 to 80% of all the fami­
lies in the child welfare system as AOD users/abusers.) In addition to 
problems with substance abuse, these parents also face difficulties due 
to their status in the Temporary Assistance for Needy Families (TANF) 
program (or welfare system), the behavior of their adolescent chil­
dren, family violence, and mental health issues. As a result, a paradox 
is driving the future of the child welfare system: decisions and re­
sources outside the child welfare system will determine how well that 
system can serve some of its most important clients—those who are in 
the caseloads of other agencies, as well as child welfare. 

Drawing on the experience of several models of child welfare prac­
tice, this guidebook sets forth a policy framework that can assist child 
welfare agencies in responding to these overlapping problems. 
Throughout the guidebook, the experience of the Sacramento County 
Alcohol and Other Drug Treatment Initiative is used as a case study 
of building bridges between the child welfare and substance abuse 
treatment systems. 

The policy framework focuses on the underlying values of these 
systems of services, the daily practices of workers in these systems, 
training, budget issues, outcomes and information systems, and ser­
vice delivery methods. The guidebook describes several barriers that 
constrain cooperation between child welfare and AOD treatment agen­
cies, including timing barriers that are summarized as “the four clocks”: 
child welfare deadlines for permanency planning, TANF time limits, 
the different timetable for AOD treatment and recovery (“one day at 
a time for the rest of your life”), and the developmental timetables 
that affect younger children as they bond with adults. 

ix 
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Within daily practice, the most important recommendation—the 
keystone in the bridge needed between child welfare and substance 
abuse treatment agencies—is the assessment used by agencies to iden­
tify the needs and monitor the treatment of these parents with mul­
tiple problems served by multiple systems. We present options for 
blending assessment instruments that are now administered separately 
by each set of agencies, resulting in “layered assessments” that make 
the tasks of line workers more difficult and that force clients to go 
through repeated, overlapping assessment of their problems. This 
guidebook also makes a case for screening and assessment of AOD 
problems in much greater depth within the child welfare system, so 
that resources from the AOD treatment system can be matched with 
the known needs of parents. 

We describe several models where agencies have been able to de­
velop effective ways of linking child welfare services and AOD treat­
ment and set forth the pros and cons of these models with a matrix 
that summarizes all nine models. The text reviews innovative prac­
tices in both the child welfare and substance abuse treatment fields, 
including changes in approaches to families, in interviewing techniques, 
in community partnerships, and in using treatment outcomes to de­
termine which programs are most effective for which clients. 

The guidebook reviews evidence of the demonstrated effective­
ness of treatment for parents in the child welfare system, and makes a 
case that treatment has a significant payoff in costs that can be avoided 
if only a portion of the parents are able to reunify with their children. 
The report discusses the differences between parents who can be treated 
successfully after one episode of treatment, those who return for ad­
ditional treatment episodes and eventually succeed, and those who do 
not succeed in treatment. 

Because of the co-occurrence of AOD problems with clients af­
fected by welfare reform, juvenile justice, family violence, and mental 
health, the report asserts that the CWS-AOD linkage is not enough, 
and goes on to describe models of stronger connections between child 
welfare clients and these other populations. 



xi Introduction 

We draw nine lessons from the models, outline innovative prac­
tices, and present our recommendations based on these lessons. Ad­
dressing values issues that underlie policy disagreements is a major 
recommendation, along with active involvement of line workers whose 
support is essential to the success of innovation at front lines of the 
organization. The recommendations include urging use of several 
policy tools that are available to communities working in 
collaboratives, including resource mapping, budget analysis, annual 
spending inventories, a collaborative values inventory, and data match­
ing to identify overlapping clients. Recommendations also call for the 
development of a “theory of resources” to ensure that pilot projects 
can expand beyond their initial areas of operation to tap the substan­
tial funding for AOD treatment already available to communities. 

In closing, the guidebook proposes several federal responses, in­
cluding upgrading data collection, supporting blended funding ex­
periments, and capitalizing on a requirement for a report to Congress 
from the Department of Health and Human Services on CWS-AOD 
issues in the new Adoption and Safe Families Act of 1997. 

Appendix A includes a questionnaire used for assessing a com­
munity or collaborative’s relative consensus on values concerning al­
cohol and other drugs, and Appendix B includes a dialogue among 
community participants, which illustrates some of the practice and 
policy choices discussed in the report. Appendix C lists members of 
the Review Panel, and Appendix D is the CWLA’s Chemical Depen­
dency and Child Welfare Task Force. 

In conclusion, the report recalls the strong recommendations of 
the 1992 report of the North American Commission on Chemical 
Dependency and Child Welfare, which called for challenging the poli­
cies and practices of national and state efforts—and called for contin­
ued efforts to keep such challenges alive, building on the lessons of 
the model projects described in the report. 
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Facing the Problem
 

Introduction 

Many parents coming into contact with the child welfare system are 
users and abusers of alcohol and other drugs (AOD), the effects of 
which can impair their parenting skills and threaten the safety of their 
children. Every child welfare agency in the nation has struggled with 
AOD problems among its caseload, and many have attempted to build 
more effective bridges between child welfare services (CWS) and AOD 
abuse treatment services. Those agencies that have been most active 
in addressing substance abuse have recognized that it is not a “stand­
alone” issue, but rather is linked with delinquency, family violence, 

Organization of the Guidebook 

Chapter 1 describes the overall framework in which AOD-CWS 
policy issues are currently addressed, summarizing the under­
lying values and circumstances that affect practice and policy 
regarding the connection between child welfare and AOD 
services. Chapter 2 presents several models of CWS-AOD con­
nections, as well as recent innovations within the CWS field. 
Chapter 3 examines the lessons emerging from the models 
and innovative practices, and Chapter 4 describes AOD treat­
ment and special issues for children. Chapter 5 defines the role 
of assessment in linking CWS and AOD services. In Chapter 6, 
we discuss the need for child welfare reform efforts to under­
stand the roles of other service systems in addressing AOD-
related problems. In the final chapter, we present recommen­
dations for strengthening practices and refining policy. Through­
out the guidebook, the experience from Sacramento County, 
California, is used as a case study of the issues and is high­
lighted in the report. 

1
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welfare reform, mental health, and the need for a stronger commu­
nity role in supporting families. This guidebook focuses on under­
standing and improving approaches to AOD problems among child 
welfare clients, but also calls for a recognition of the several other 
problems beyond substance abuse that afflict many families. 

Evidence drawn from numerous studies across the nation pro­
duces estimates that 40 to 80% of families in the child welfare system 
have problems with alcohol and other drugs and that those problems 
are connected with the abuse and neglect experienced by their chil­
dren. Children are affected by their parents’ alcohol and drug use in 
several ways, as illustrated in the chart on the following page. While 
prenatal exposure has received a great deal of attention in recent years, 
Table 1 shows that many more children can also be exposed through 
the behavior of their parents and through the environment in which 
they grow up. The underlying premise of this guidebook is that all of 
these forms of exposure to children are harmful and that child wel­
fare agencies and AOD treatment agencies must increasingly work 
together to reduce this harm. 

The Scope of the Problem 

Problems related to the use of alcohol and other drugs impact the 
child welfare system in a number of ways—by increasing CPS 
caseloads, contributing to the number of children entering foster care, 
and interfering with the ability of families on welfare, some of whom 
are also in the child welfare system, to secure employment. 

The Overlap: Parents in the Child Welfare System 
with AOD Problems 

With an estimated 13 million children living with a parent who 
reportedly has used illicit drugs in the past year and some 28.6 mil­
lion children living in alcoholic households [Colliver et al. 1994], a 
significant number of children may be at risk of maltreatment. But 
not all of these children will become victims of child abuse or neglect 
and, obviously, not all of those who are victims will be reported to 
public agencies. 
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Table 1. Paths of Exposure to Alcohol and Other 
Drug Use 

Though researchers have yet to accurately document the preva­
lence of substance abuse problems among families within the child 
welfare system, most have come to agree that 40 to 80% of parents 
with children in the child welfare system have AOD-related problems 
serious enough to affect their parenting. Below are just a few of the 
studies documenting the overlap: 

•	 Of the nearly 1 million children found to be substantiated
victims of child abuse and neglect in 1995, at least 50%
had chemically involved caregivers [CWLA 1997].

•	 For two consecutive years, more than three-fourths of states
(76% in 1996 and 80% in 1995) reported that substance
abuse is one of the top two conditions assessed as problems
for families reported for maltreatment [Wang & Daro 1997]. 

•	 Famularo and his colleagues found that more than two-
thirds (67%) of child maltreatment cases involved a
substance-abusing parent [Jaudes et al. 1995].
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In addition, studies indicate that parental substance abuse is as­
sociated with recurrent reports of child abuse and neglect. Wolock 
and Magura concluded that parental substance abuse of any kind 
results in an increased likelihood of a subsequent report to CPS, and 
the effect of drugs and alcohol combined is particularly strong. Here 
are some additional findings: 

•	 Children who are prenatally exposed to drugs are two to 
three times more likely to be abused than other children. 
In their study of more than 500 infants exposed prena­
tally to illicit substances, reports of abuse were subse­
quently filed for close to one-third (30%) of the children, 
two-thirds of which were substantiated. Of the substanti­
ated cases, 51% were abused once, 37% twice, and 12% 
three or more times [Jaudes et al. 1995]. 

•	 A study of families reported to CPS who were followed 
for an average of two years found that in 55% of the fami­
lies, one or both caretakers were identified as having a 
substance abuse problem. One or more recurrent reports 
were reported in just over half of these families [Wolock 
& Magura 1996]. 

“In the Best Interests of the Child” 

A couple attending training for prospective foster parents were 
impressed when the trainer wrote “best interests of the child” 
on the board early in the session, thinking that the literature on 
parent-child interactions would be discussed. However, through­
out their four training sessions, there was no further discussion 
of what the phrase meant in practice. 

What does “best interests of the child” mean in AOD cases? There 
seem to be three levels of answers to the question: 

•	 What the child needs in terms of immediate safety: who is 
competent right now to serve as caretaker on a daily basis? 
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•	 What the child needs him/herself: what level of interven­
tion or treatment will best strengthen the protective fac­
tors needed to break the cycle of AOD abuse for that child? 

•	 What the child needs in the longer term: what is the best 
possible relationship with his/her birth parents that will 
lead to family stability in later life? 

The Effect of Substance Abuse on the Foster Care System 

As Cole and her colleagues point out: “Whatever the prevalence 
of children exposed to drugs and alcohol in the general population, 
there can be little doubt that the vast majority of children entering 
foster care are affected by living in substance-abusing families” [Cole 
et al. 1996]. And the number of children entering foster care contin­
ues to skyrocket—in 1996, the figure topped 500,000, a 47% increase 
from the 340,000 cases in 1988 [DHHS 1997]. 

It is estimated that substance abuse is a factor in three-fourths of 
all placements. Children under 5 are the most vulnerable to abuse or 
neglect by a substance-abusing parent and represent the fastest grow­
ing population in out-of-home care [Day et al. 1998]. Several studies 
highlight the prevalence of AOD-problems among foster care cases: 

•	 The U.S. General Accounting Office recently found that 
parental substance abuse was a factor for 78% of the chil­
dren entering foster care in Los Angeles, New York City, 
and Philadelphia County [GAO 1994]. 

•	 In a recent CWLA survey, state child welfare agencies esti­
mated that parental chemical dependency was a contrib­
uting factor in the out-of-home placement of at least 53% 
of the child protection cases [CWLA 1997]. 

•	 In that same survey, more than two-thirds (67%) of state 
child welfare agencies said that AOD-involved families are 
“much more likely” or “more likely” to reenter the child 
welfare system over a five-year period, compared to non­
AOD-involved families [CWLA 1997]. 
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•	 In Washington state, 41% of infants placed in out-of-home 
care in 1995 were born to mothers who abused alcohol or 
other drugs during their pregnancy. 

Effects of Alcohol and Other Drug Abuse on a Parent’s 
Ability to Care for Children 

Use of alcohol and other drugs can seriously compromise a parent’s 
capacity to protect a child, and such use interferes with the individual’s 
general functioning in a number of ways. Bays [1990] stated that up 
to 90% of drug abusers have mental, emotional, or personality disor­
ders that can compromise their ability to care for their children and 
influence poor parenting skills. More specifically, AOD use, abuse, 
and dependence can have the following effects [Besharov 1992]: 

•	 Interfere with thought processes and thus consistent 
parenting processes—a parent’s mental functioning, judg­
ment, inhibitions, and protective capacity may become 
impaired. 

•	 Interfere with the ability to respond consistently and 
sensitively to a child—a parent may be less sensitive, re­
sponsible, and accessible to infants. This can decrease the 
development of secure attachments between mother and child. 

•	 Leave the parent emotionally and physically unavailable 
to a child—caseworkers may have difficulty getting a par­
ent to focus on needs of the child. 

•	 Lower a parent’s threshold of aggression toward children. 

•	 Result in a parent spending household money needed for 
food, clothing, and other basic needs on alcohol and other 
drugs. 

•	 Be associated with criminal activity that may jeopardize a 
child’s health and safety. 
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•	 Lead to the neglect of a child’s routine health care needs, 
including well-baby checkups and immunization sched­
ules. 

Changing Practice and Policy 

In recognition of the growing scope of this problem, policy re­
flected in recent federal and state legislation and in innovative prac­
tice in several communities shows a new emphasis on working with 
AOD services and agencies to help achieve the goals of the child wel­
fare system. Efforts to strengthen the connections between these agen­
cies have taken several forms: 

•	 Set-asides from each system to work with children and 
families served by both systems, 

•	 Federal waivers in one state (Delaware) to work with AOD-
affected families in CWS* caseloads, 

•	 State efforts to develop new and blended AOD-CWS risk 
assessments, 

•	 State action to include AOD treatment in supportive ser­
vices for welfare clients under Temporary Assistance for 
Needy Families (TANF), 

•	 Proposals (in federal legislation not yet passed) to expand 
the use of CWS funding for treatment services, and 

*	 Throughout this document, we refer to CWS (child welfare services). This 
is intended to mean the full range of child welfare agencies that address 
issues of out-of-home care, including foster care, adoption, and other forms 
of permanency planning. Child protective services (CPS) are mandated to 
address child safety issues, while CWS agencies have larger concerns with 
child well-being and family functioning. When we are discussing the nar­
rower concern within CPS units for risk assessment and the actions taken 
by CPS units to ensure child safety, we will shift the focus of the guide­
book from the larger CWS arena to the CPS units within it. 
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What’s the Payoff? 

The stakes in building bridges between CWS and AOD systems 
are significant: using the mid-point estimate of 60% of parents 
in the child welfare system affected by AOD problems, it is clear 
that a substantial net savings results from AOD treatment, even 
if it is assumed that treatment is effective for only a portion of 
these parents (detailed numbers are set forth in Chapter 4). 

•	 An in-depth, federal study of how child welfare and AOD 
treatment services can connect more effectively (required 
by the Adoption and Safe Families Act of 1997). 

Efforts by several prominent organizations, including the Child 
Welfare League of America (CWLA), have spotlighted these issues in 
the past few years.* CWLA’s Chemical Dependency and Child Wel­
fare Task Force, first convened in 1990, was reestablished in 1997 
and continues its work at present. With funding from the U.S. Office 
of Juvenile Justice and Delinquency Prevention and as part of Secre­
tary Shalala’s National Initiative on Youth Substance Abuse Preven­
tion, the CWLA task force is developing several projects to strengthen 
services for children and families experiencing AOD problems in child 
welfare. (This guidebook is one of those projects.) 

At the same time, in several innovative sites around the nation, 
child welfare practice has been changing through new training cur­
ricula, out-stationing staff in such other settings as schools and family 
resource centers, links with juvenile justice agencies and the courts, 
community partnerships that bring AOD and CWS staff together with 

*	 Some of these organizations include the Children’s Defense Fund, the 
American Humane Association, Drug Strategies, the American Public 
Welfare Association, the National Association of State Drug and Alcohol 
Directors, Legal Action Center, and the Center for Substance Abuse Treat­
ment in the U.S. Department of Health and Human Services. Funding for 
AOD-CWS demonstration projects has come from the Edna McConnell 
Clark Foundation, the Robert Wood Johnson Foundation, the Annie E. 
Casey Foundation, the Stuart Foundation, and others. 
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neighborhood residents in decentralized service models, and negoti­
ated agreements for referral to and assessment by treatment agencies. 

In recent years, the concern for the children affected by substance 
abuse has broadened well beyond the most visible examples of the 
need for connection between CWS and AOD: infants born with evi­
dence of prenatal drug exposure. While tragic, these children repre­
sent fewer than 5% of all the children significantly affected by their 
parents’ substance abuse [Young 1997]. Many of the innovations de­
scribed in this guidebook began with a focus on prenatal drug expo­
sure but moved to embrace the full range of problems among children 
and youth affected by alcohol and other drugs. 

There has also been a growing recognition of the cumulative ef­
fects on children of the combination of AOD abuse and child abuse 
or neglect [Levoy et al. 1990]. The juvenile justice system has devoted 
particular attention to the relationships between child abuse and de­
linquency, focusing in several recent studies on the correlations be­
tween earlier child abuse and later delinquent behavior. Some studies 
have concluded that parents’ AOD problems are especially powerful 
risk factors for youth, making it more likely that they will have prob­
lems in adolescence and later life [Rivinus 1991]. Several demonstra­
tion projects are targeting children who are most likely to “age into” 
the juvenile justice system from their earlier exposure to the CWS 
system, or those who have already become known to both systems. 

C A S E  
S T U D Y  

The Sacramento County Case Study. In 1993, 
Sacramento County’s Department of Health and 
Human Services (DHHS) responded to the grow­
ing number of child protective cases in the County 

that involved AOD-related problems. With an estimated 2,000 
drug-exposed infants born annually and requests for AOD 
services accounting for nearly 30% of all Family Preserva­
tion service requests, the DHHS leadership assessed the 
agency’s capacity to meet these needs and concluded that at 
best it could respond to no more than 25% of the need. The 
Department, under the leadership of then-Director Robert 
Caulk, developed a multifaceted initiative focused on chang­
ing the child welfare and other systems through training and 
making AOD assessment and intervention part of the respon­
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sibility of every worker. The clear and ambitious goal: to pro­
vide “direct AOD treatment on demand.” The Department 
developed three levels of training for more than 2,000 em­
ployees, providing core information on chemical dependence 
in the first level, teaching advanced assessment and interven­
tion skills in the second level, and building group treatment 
skills in the third level. 

A rich set of lessons is emerging from several years of demonstra­
tion projects supported by private foundations as well as by state and 
federal governments. These include the Community Partnerships of 
the Clark Foundation, the Family to Family Projects of the Casey 
Foundation, demonstration projects sponsored and funded by the 
National Committee on Child Abuse and Neglect, studies funded by 
the U.S. Office of Juvenile Justice and Delinquency Prevention, and 
the “Starting Early/Starting Smart” project, a joint effort of the Casey 
Family Program and the Substance Abuse and Mental Health Admin­
istration, which includes grants for programs addressing the needs of 
children age 0-7 who are at high risk of developing problems related 
to the AOD or mental health problems of their parents. 

This guidebook draws on the lessons from several of these dem­
onstration projects. In many ways, however, some of the most in­
structive lessons emerge from a single case study: Sacramento County’s 
four-year (and ongoing) initiative, which has addressed CWS-AOD 
issues in a larger context of other systems, including welfare, criminal 
justice, and health services. Thus, the Sacramento case study of CWS­
AOD connections is featured throughout this guidebook, illustrating 
many lessons for other projects and other communities. 

Interaction with Other Systems: TANF, 
Juvenile Justice, Family Violence, and 
Mental Health 
Some of the urgency in recent bridge-building efforts stems from the 
potential impact on child welfare agencies of the 1996 federal legisla­
tion that created the Temporary Assistance for Needy Families (TANF) 
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program. While we lack comprehensive data as to how many clients 
are enrolled concurrently in TANF, child protective services caseloads, 
and AOD treatment, numerous studies have documented that these 
multiproblem families are the highest risk clients in each of these sys­
tems [Young & Gardner 1997]. 

Although this guidebook will focus primarily on CWS-AOD link­
age, it will also examine the emerging models of TANF-AOD connec­
tions, since welfare reform changes are certain to affect child welfare 
caseloads in years to come. Substantial CWS impacts are predicted 
both by the welfare reform optimists (who believe that children will 
be much better off in families with parents working and free of wel­
fare dependence), and by the pessimists (who believe that neglect cases 
will increase substantially as parents who are removed from welfare 
find they cannot hold jobs). Which of these proves true, and for which 
children and families, will depend upon implementation decisions made 
in communities throughout the nation. Understanding the impacts of 
welfare reform will also require that communities make serious ef­
forts to monitor the effects of reform beyond simple measures such as 
caseload reduction. 

Three other systems need to be considered in the process of en­
hancing the connections between CWS and AOD services: (1) the re­
lated areas of juvenile justice, delinquency prevention, and youth de­
velopment; (2) family violence; and (3) mental health. In addition to 
TANF, these are the parallel systems, combined with the indispens­
able roles of parents and the wider community, that have the resources 
to promote family stability. If these separate systems cannot forge 
closer links, each will be forced to work within its own limited re­
sources, when it is clear that the resources of more than one system 
are needed to address the needs of families with multiple problems. 
The practices and policies of other systems play crucial roles in the 
future of the child welfare system, leading to a powerful paradox: the 
well-being of many children and the future of child welfare is heavily 
dependent on decisions made outside the child welfare system, in the 
form of both daily practice and public policy. 
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The Need for a Policy Framework 

In recent work in this area, a six-part framework has proven a useful 
way to organize discussion of the policy issues raised when CWS and 
AOD agencies and programs are brought together.* The policy frame­
work includes values, daily practice, training, outcomes and informa­
tion systems, budgets, and service delivery. The elements serve as a 
template for developing and assessing initiatives that go beyond pilot 
projects to attempt system-level change. It should not be applied as a 
simple checklist, however. These six elements are interdependent, as 
revealed in the Sacramento initiative described below and in several 
other model projects. Although it is obviously possible to launch 
projects that feature innovations in only one or two of these dimen­
sions, the most important premise of the framework is that working 
solely within a single area will ultimately fail, because the other ingre­
dients are missing or not addressed in depth. Innovation has to begin 
somewhere, and carefully choosing the correct entry point in each 
policy setting is the first step, which must be followed by working 
across all six areas. 

These elements also help us understand why it is difficult to link 
CWS and AOD services, despite the excellent efforts undertaken by 
those agencies and communities (described on page 27 and follow­
ing). In each of these areas, there are formidable barriers to connect­
ing the two systems—and to working with other systems as well. 

The Importance of Bridging the Practice-Policy Gap 

The policy framework proposed in this guidebook is based on a 
conviction that the worlds of policy and practice remain too far apart 
in both CWS and AOD arenas. Attempts to change daily practice 
necessarily require policy change, or they become isolated pilot projects 
that cannot be sustained or expanded. Practice can raise important 

*	 This framework draws upon a 1997 report that the authors prepared for 
the Stuart Foundation, Bridge Building: An Action Plan for State and 
County Efforts to Strengthen Links between Child Welfare Services and 
Services for Alcohol and Other Drug Problems. Irvine, CA: Children and 
Family Futures. 
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questions about the lack of CWS-AOD connections, but it requires a 
policy process to respond to these problems with more than ad hoc, 
crisis-driven, temporary fixes. At the same time, without changes in 
practice, the policy process often operates to ratify and protect the 
status quo, which is always the least disruptive policy to implement. 

So, practice and policy must be considered together when attempt­
ing to effect meaningful change. But the usual relationship between 
the two worlds ranges from benign ignorance to outright disdain. 
Those more familiar with the policy world may perceive hands-on 
practitioners as too overwhelmed by their work to see “the big pic­
ture” of resources and legislation, while practitioners may regard those 
from the policy sector as hopelessly unrealistic, far removed from the 
realities of daily practice and the dynamics of working with challeng­
ing clients in troubled communities. 

A closer, mutually respectful relationship is needed between the 
world of the “hands-on” line staff and the world of the policymakers 
and budget staffs. Bringing together these two worlds is essential to 
build the bridges between CWS and AOD, since many policy issues 
that cut across the two sectors need action in both policy and practice 
realms: 

•	 The impact of state and local budget decisions about CWS 
staffing and caseloads; 

•	 The need to develop a resource strategy that breaks out of 
the pilot project mentality to create and carry out a design 
for going to full scale—redirecting significant core agency 
budgets and neighborhood assets, rather than relying solely 
on external grants; 

•	 The concentration of resources on specific neighborhoods 
in ways that may affect overall citywide or countywide 
allocations; 

•	 The impact of assessment practice in changing policy to 
direct resources to clients who need help; and 
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•	 The potential for securing new resources from other agen­
cies that can support community partnerships with AOD 
services, family violence services, child care, and school-
linked services. 

These are all policy issues, in the sense that policy consists of 
choosing a course of action and putting resources behind it. But these 
choices can and must be informed and shaped by the realities of daily 
practice undertaken by skilled professionals, helpers, and parents. 
Practice needs to inform policy; policy needs to provide a framework 
for rational decisions that support the best kinds of practice. Policy 
can institutionalize best practices, ensure that they can be sustained, 
and provide the resources to assess their effectiveness in helping cli­
ents and communities. Practice changes are unlikely to survive unless 
policy supporting those changes is put in place prior to their expansion. 

Why Values Matter 

It is impossible to think and work effectively on issues of child 
abuse, substance abuse, and poverty without understanding how deep-
seated our underlying values are on these issues. Our attitudes about 
how to treat children are learned and taught in our cultures from the 
earliest days of family life. Our attitudes toward legal and illegal drugs 
are the product of centuries of public opinion in this nation, going 
back to Prohibition, the Puritan era, and beyond. And the ways we 
think about the causes of poverty are at least four centuries old, dat­
ing from the Elizabethan Poor Laws and coming down to the intense 
debates over welfare reform in the mid-1990s. Sometimes we stereo­
type when we think and talk about these difficult issues.* When we 
do, it becomes more difficult to make policy or change practice, be­
cause the ingrained ways of thinking about these issues in polarized 
language force the middle ground options out of the debate. 

*	 Children and Family Futures believes that the values framework in which 
we discuss these issues is so important that it must be addressed as a criti­
cal part of any community’s efforts to work collaboratively. We have de­
veloped a Collaborative Values Inventory as a neutral tool used to reveal 
the underlying values that collaborations often submerge in their desire to 
avoid conflict. This tool is attached as Appendix A. 
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As we noted in the Winter 1998 issue of Public Welfare [Young 
& Gardner 1998], some individuals and some workers believe that 
society should take children away from their parents if the parents are 
abusing drugs. The subject becomes more difficult, however, when 
we recognize that millions of children live in middle-income homes 
where substance use—and substance abuse—are common occurrences 
that do not come to the attention of protective services agencies. The 
distinctions among use, abuse, and chemical dependence are crucial 
to understanding the interplay among dependence, neglect, child abuse, 
poverty, and a lack of job skills. Our ability to decide accurately when 
AOD abuse and dependence endanger children has not grown as fast 
as our recognition that millions of children are undeniably affected 
by their parents’ AOD problems. 

We believe that there is a middle ground in which both sets of 
underlying values—child safety and family stability—can be endorsed 
while designing systems that achieve a balanced set of obligations: 

•	 Placing the responsibility on parents to do everything they 
can to provide a safe and supportive home for their chil­
dren, and 

•	 Placing the responsibility on society and its service sys­
tems to provide parents with the resources they need to 
end their chemical dependence and its harmful effects on 
their children. 

Children’s needs will not be met by either a strict demand for 
abstinence or, at the other extreme, the too-frequent practice of ignor­
ing substance abuse problems until they become severe enough to 
move toward terminating parents’ custody rights. Yet the public de­
bate over these issues tends to swing from pole to pole, rarely con­
fronting the hard choices necessary to ensure that parents are given a 
fair chance to recover and that children are given a fair chance to live 
in nurturing homes with loving caretakers. 

The recent legislative history of AOD issues in social welfare and 
child welfare is instructive, revealing the preoccupation of some law­
makers with sanctioning clients who abuse drugs and punishing those 
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with past drug felonies. In the TANF legislation, references to drug 
testing and prohibitions aimed at clients convicted of drug felonies 
were the only AOD issues addressed in the law. But the federal law 
was silent on what to do about the estimated 1 million women who 
may need treatment to enable them to perform effectively at new jobs. 
In some states, however, more in-depth approaches to the issue in­
cluded set-asides of specific resources for treatment of TANF clients. 

The Adoption and Safe Families Act of 1997 signed by the Presi­
dent last November originally included detailed provisions and fund­
ing for building closer ties between child welfare and AOD agencies. 
But unable to agree on how to respond to overlapping substance abuse 
and child abuse issues, Congress removed all provisions to providing 
AOD treatment with child welfare funding and charged DHHS with 
conducting a study of the issue. 

The Policy Framework in Action 

The Element The Impact and Trends 
Daily practice Assessment, caseloads, and incentives 
Training Working across agency boundaries 

with new AOD content 
Outcomes and The shift toward client outcomes and 
information systems results-based accountability 
Budgets Shifting from categorical funding to 

blended and linked funding 
Service delivery Alternative delivery methods, including 

for-profits, faith-based organiza­
tions, community-based partnerships, 
and managed care organizations. 

Daily Practice 

Ensuring the competence and thoroughness of daily practices of 
line CWS and AOD workers is critical to making lasting change. Some 
training initiatives have encountered problems because they did not 
recognize that without new incentive systems, newly trained workers 
would have little reason to use new practices in their day-to-day work 
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with clients. The fundamental connection between client and worker 
is at the heart of AOD diagnosis and treatment, and different ap­
proaches to that all-important relationship are described below. As­
sessment, the process at the core of how workers make judgments 
about their clients, is discussed in Chapter 5, since it constitutes and 
influences much of daily practice in both the CWS and AOD systems. 

Training 

Training is a crucial element in system innovations, but training 
alone cannot achieve system reform. Furthermore, most training to­
day is categorical, operating as though the system in which it operates 
were the only system in which workers function. We frequently hear 
complaints by workers and supervisors in both CWS and AOD sys­
tems who state that they know far too little about the other systems 
with which they should be working more closely. (After the new train­
ing of more than 1,000 Sacramento County health and human ser­
vices staff and others from community agencies and other county 
departments, workers strongly expressed their positive responses, as 
quoted later in this report.) 

Outcomes and Information Systems 

For good practice to lead to better outcomes, it must be accom­
panied by a move toward results-based accountability. The use of 
defined outcomes as client-level measures of a program’s impact, rather 
than measuring the units of services provided or the number of clients 
served, has accelerated in the past decade as a critical management 
trend affecting both child welfare and the treatment field. Under pres­
sure from managed care in general and behavioral health firms spe­
cifically, outcomes-based evaluation has progressed further in the AOD 
field than in the CWS arena. But to date, funding organizations (both 
government agencies and private foundations) have not fully adopted 
results-based evaluation or results-specific budgeting for either CWS 
or AOD agencies [Gardner 1996]. Agencies are collecting and using 
outcomes, but budget decisions are not linked to outcomes in any 
sustained way in most child welfare or AOD treatment agencies. Some 
of the most basic information about what happens to clients is not 
collected by child welfare agencies or by many treatment agencies. 
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C A S E  
S T U D Y  

Comprehensive Training. Sacramento imple­
mented its training based on the fundamental 
belief that “department members from every 
level...must have the capacity to address alcohol 

and other drug issues.” This basic premise should underlie 
all such efforts. The prerequisite to a serious commitment to 
training is a recognition that the great majority of workers in 
the child welfare system and in the treatment agencies do not 
know enough about “the other side” to work effectively across 
systems. 

As CWLA summed up in 1997: “...a majority of state child wel­
fare agencies are not equipped to deal with chemically involved cli­
ents. Many agencies do not have data collection processes, assess­
ment protocols, policies, or programs that are responsive to youths’ 
AOD needs” [CWLA 1997]. 

Budgets 

Connecting CWS and AOD agencies must happen in a world of 
categorical funding. Despite growing familiarity with “wraparound 
funding,” new legislation that enables blended funding, and the suc­
cess of some well-funded demonstration programs in tapping dozens 
of sources from different state and federal agencies and private foun­
dations, the world of daily practice remains a world of categorical 
policy making and categorical funding streams. That context eventu­
ally constrains all efforts to link programs funded from different sources 
and makes it far more difficult to assemble resources, train workers, and 
refer and treat clients across the boundaries of these separate systems. 

Service Delivery 

The final element of the policy framework is how services are 
actually delivered, whether through the efforts of CWS workers, non­
profit contractors, behavioral health firms operating managed care 
contracts, faith-based organizations, or neighborhood-based family 
support organizations. The shift to expanded use of both managed 
care and community-based networks of agencies needs to be taken 
into account in describing recent changes in the ways these services 
are delivered. 
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Don’t Ask, Don’t Tell 

For all the progress made in recent years in both CWS and AOD 
agencies, it is important to recognize that the norm in many 
sites is still a gap between the two. To quote one California county 
administrator from a child welfare agency, “For years the work­
ers have been saying [AOD] isn’t on the form and it usually isn’t 
in the allegation, so I don’t go looking for it.” In the same con­
versation, an AOD agency official admitted, “We have just not 
seen children as part of our responsibility.” 

Barriers to CWS-AOD Links 

The barriers to CWS-AOD connections loom large in each area 
of the policy framework. Potential conflicts in values and philoso­
phies held by each domain occur over such fundamental issues as, 
“Who really is the client, the parent or the child?” There are many 
other differences between the CWS and AOD systems that make it 
difficult to develop links, including differences in the style of daily 
practice by line staff, how they screen and assess clients’ needs, the 
education and background of workers, how each system measures 
and defines success for its clients, what data it collects about its cli­
ents, the funding streams and the financial assumptions of the two 
systems, and ways in which the two systems are moving toward both 
managed care and neighborhood-based service delivery. 

One AOD practitioner summarized the barriers between the two 
systems in strong language: 

I don’t believe the substance abuse system has wanted to 
embrace responsibility for assisting in the determination of 
child placement and operationalizing the role of addiction 
and recovery in child protection ... I also think that most 
child protection workers don’t believe that treatment works, 
and when added to the issues around difficult access, relapse, 
sequential case planning, treatment is just another variable 
to deal with in disposition of the case ... This results in con­
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secutive and incompatible case management rather than con­
current planning . . . As the substance abuse field has been 
able to assist the criminal justice system in making determi­
nations between incarceration and treatment, so we must 
become more adept in assisting the child welfare system in 
the determinations for which they are responsible, when sub­
stance abuse is a factor [personal communication 1998]. 

All of these pose major challenges to the effort needed to bridge 
the gap between the two systems. Considering the many obstacles to 
coordination of CWS-AOD agencies, the achievements of states, com­
munities, and agencies that we describe in Chapter 2 are all the more 
impressive; the models show how innovative practices and policies 
can work together to overcome barriers.* 

Timing Barriers: The “Four Clocks” 

A key barrier that needs specific attention is what we term the 
“four clocks problem”—the four completely different timetables that 
can affect children and parents in an AOD-abusing family: 

•	 The child welfare system timetable of six-month reviews 
of a parent’s progress, which the new federal legislation 
accelerates to a requirement for a permanency hearing at 
12 months. 

•	 The timetable for treatment and recovery, which often takes 
much longer than AOD-based funding allows, and which 
is often incompatible with child welfare deadlines for par­
ents who may have relapsed but are still working at their 
recovery; some have summarized the AOD timetable as 
“one day at a time, for the rest of your life.” 

*	 A full discussion of the barriers between the systems can be found in sev­
eral previous works, including the following: Child Welfare League of 
America (1992). Children at the front. Washington, DC: Author; Gardner, 
S. L., & Young, N. K. (1997). Bridge building; and Gardner, S. L., & 
Young, N. K. (1996). The implications of alcohol and other drug-related 
problems for community-wide family support systems. Cambridge, MA: 
The John F. Kennedy School of Government, Harvard University. 



21 Facing the Problem 

•	 The timetable now imposed for TANF (former AFDC) cli­
ents who must find work in 24 months. (This is the fed­
eral maximum; some states have lower limits and thus some 
clients are already reaching the cutoff point.) 

•	 The developmental timetable that affects children, espe­
cially younger children, as they achieve bonding and at­
tachment—or fail to—as they pass through the period of 
the first 18 months, which new research on brain develop­
ment has shown to be a critical period of time in a young 
child’s life. 

Barriers in Defining the Client 

A further basis for the problems between the two systems arises 
in the competing demands for AOD services for populations other 
than children and families. In part due to the improving information 
base about what kinds of treatment are most effective for which kinds 
of clients, demands for AOD support services have multiplied from 
the criminal justice system, the mental health system, and now, nota­
bly, the overlapping welfare/TANF system. Treatment for inmates has 
been an area of increasing emphasis, given the number of drug of­
fenders in state prisons and local jails. Resources in the AOD system 
are scarce in the short run, and the call for expanded responsiveness 
to the special needs of children and families in the CPS system con­
flicts in important ways with these other demands. With waiting lists 
for different kinds of clients, those with special claims in the eyes of 
their sponsoring agencies may not meet the same priorities in other 
agencies. 

For a CPS worker, the client is both the child and the family, with 
the risk to the child as the primary short-term concern and the safety 
of the child the longer range priority. But for a worker in the AOD 
treatment system, clients are addicts and alcoholics, usually adults, 
and their status as a parent is generally irrelevant unless they are in 
one of the few perinatal programs or a special program for mothers 
and their children. In most treatment programs, the children of cli­
ents may not be seen as important; they may be cited as an incentive 
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for recovery, but are usually not involved in any active way them­
selves. The AOD worker also may identify with the client because 
she/he is likely to be recovering from addiction and more readily un­
derstands the client’s problems and the mechanisms of denial and 
avoidance. 

In contrast, a CPS worker dealing with a known substance abuser 
is generally frustrated and sometimes even angry at such a parent, 
because of the risks to the child. Depending upon the worker’s own 
attitudes, the client may be seen as suffering from a powerful disease 
for which treatment must be sought—but is more typically viewed as 
a selfish, thoughtless parent with no regard for her or his child. Judges 
and the court system can accentuate these attitudes when they adopt 
a “zero-tolerance” approach that emphasizes solely punitive measures 
and reflects little understanding of AOD treatment or parental func­
tioning. 

The differences between the CPS and AOD systems’ responses to 
licit and illicit drugs are also important barriers at times. Practitioners 
have pointed out how CPS focuses on illegal substances and over­
looks alcohol abuse and its consequences on the family, despite the 
much greater overall damage done to children both prenatally and 
environmentally by alcohol. 

Differences in agency perspectives on who is the client also lead 
to issues of confidentiality, which are discussed at greater length in 
Chapter 6. 

Barriers of Different Training and Education 

Workers in the two systems are trained differently and tend to 
have different educational backgrounds. The content of training in 
the two systems rarely addresses the connections between the systems 
or methods that could be used to work across systems in identifying 
and assessing AOD-related problems. 

A recent review of CWS training in universities documented the 
lack of emphasis upon addiction issues as they affect children and the 
complexities of working across the two systems. Most of what is in­
cluded focuses on perinatal substance abuse and the issues of the posi­
tive toxicology screen at birth. These “doses” of exposure to AOD 
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issues appear disproportionately small, compared to the importance 
of these issues in CWS work. As one trainer put it, while working in a 
program that provides an in-service orientation to addiction for health 
and human services professionals who work across CPS-AOD agency 
lines, “What we are doing here is remedial—they should have gotten 
all this in their preservice programs.” 

Workers in the AOD system are trained in a wide variety of fields. 
A significant percentage of them have come through the treatment 
system themselves. While some have advanced degrees in counseling 
and other fields, many frontline workers have little formal training. 
This is especially true when mutual aid programs are factored into the 
spectrum of AOD treatment programs. In these self-help oriented sys­
tems, the “helpers” are lay people who draw heavily on their own 
experience rather than on formal education. 

Funding Barriers 

The funding barriers that impair CWS-AOD connections include 
the complexity of categorical funding, the barriers to reimbursement 
for many of the treatment needs of parents and adolescents, and a 
tendency of each “side” of the CWS-AOD relationship to protect its 
own funding sources and seek allocations from the other. Representa­
tives of the two groups would doubtless add a fundamental resources 
gap in total spending to the list of funding barriers. Waiting lists in 
some states and communities provide evidence of this barrier, despite 
the absence in most communities of any total inventory of AOD spend­
ing. Federal earmarks are cited by some AOD providers as funding 
barriers to working with CWS clients, although the national alloca­
tion of approximately 27% of all publicly funded treatment slots to 
women reflects state priorities for providing treatment to men, espe­
cially those in prison, rather than federal requirements for such a divi­
sion of funding. 

The funding barriers also lead to problems caused by the inabil­
ity of either CWS or AOD agencies to control their own resources, 
due to two major external forces: the decisions of courts and the deci­
sions of managed care firms in the behavioral health field. In both 
cases, resource decisions are significantly out of the hands of the CWS 
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or AOD agencies, which means that when the two sets of agencies do 
seek to cooperate, outside mandates may make it more difficult be­
cause of a requirement set by a court or a regulatory burden of proof 
created by a managed care firm that makes it difficult to arrange ap­
propriate treatment for some clients. Without education and train­
ing aimed at these key external decision makers who affect CWS­
AOD links, barriers from outside the two sets of agencies will continue 
to affect bridge-building efforts launched from within these agencies. 

Is a Policy Framework Realistic? 

It can be argued that policy making on issues as difficult as child 
abuse, substance abuse, and family violence is unavoidably crisis-
driven, episodic, and incremental at best. In such an environment, 
innovation is difficult to launch and even more difficult to sustain 
beyond the level of pilot projects. But there are a sufficient number of 
states and communities that have developed such sustained innova­
tion in recent years, under the pressures of rising caseloads and greater 
understanding about the problems of substance abuse, to justify the 
attempt to set forth and refine a framework that could better guide 
policy making in a more comprehensive, less fragmented fashion. 

The quest is not for rigidly coordinated, fully rationalized policy; 
it is rather for policy that goes beyond reacting to symptoms and 
crises to address the underlying forces that affect child abuse. Such 
policy can emerge from a framework, as described in this guidebook, 
that views inevitable crisis as an opportunity for reform, rather than a 
demand for quick fixes with more regard for media spin than the lives 
of children. 
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Models of Current CWS-AOD Links
 

To understand how child welfare agencies are responding to AOD 
problems, we need to examine the progress made in each of the five 
core areas of the policy framework. The successes and impressive pi­
lot projects described in this section represent a substantial body of 
work in the decade or more since the interrelatedness of CWS and 
AOD problems first attracted national attention. We have sought to 
distill the essential knowledge from hundreds of practitioners, 
policymakers, and advocates; their voices can be heard throughout 
this guidebook. 

Based on the policy framework that we have described and on 
nine model strategies, the matrix shown in Table 2 (on page 28) sum­
marizes the state of the art in efforts to address AOD problems among 
child welfare cases [Young & Gardner 1998]. Some sites that have 
employed a particular model have been operational for three or four 
years, while others are in the early demonstration stages. But the range 
of options shows how different states and communities have ap­
proached the tasks of building new links across systems and with com­
munities. 

The noted sites are examples of programs based on these models; 
these are not the only sites where these approaches are being pursued. 
Some of the innovative projects and initiatives described in this chap­
ter focus on only one of the features included in the matrix, while 
others have been designed as comprehensive initiatives and incorpo­
rate more than one facet of the framework. 

Following our discussion of these model approaches that work 
across CWS and AOD systems, we turn to several innovative prac­
tices within the child welfare field and examine how these innova­
tions interact with the growing effort to respond to AOD problems. 
Because of the great importance we attach to assessment practice as 
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the process that bridges the CWS and AOD systems and that pro­
motes interaction among and across all five of the framework ele­
ments, we also include a separate section that discusses innovation in 
screening and assessment of AOD problems as they affect referral of 
CWS parents to treatment. 

Characteristics of the Models: Strengths and Concerns 

Nine model strategies are included in the matrix. Salient features 
and issues of each model are summarized below: 

Paired AOD Counselor and CWS Worker. The model relying on 
an AOD counselor paired with a CWS worker has the advantage of 
multiple staff resources, which is also its obvious disadvantage—its 
cost. The model also operates from an assumption which some prac­
titioners question—that a specialist orientation is essential to work­
ing effectively with the family, rather than teaching each professional 
enough about the other set of functions to be able to make connec­
tions without dedicated specialized staff. 

AOD Counselor Out-stationed at a CWS Office as Technical 
Assistance. The model based on AOD staff out-stationing brings the 
advantage of line staff expertise immediately available to work on a 
case, which may reduce the pressures felt by CWS workers or neigh­
borhood workers dealing with substance abuse for the first time. 
However, AOD out-stationing by itself doesn’t change the home insti­
tution from which the worker is out-stationed. Moreover, out-
stationed workers can become isolated from the “home office,” un­
able to command its resources beyond token levels. 

AOD Screener in CWS/Welfare Office. When an AOD screener 
is added to the service unit, the screener functions as a gatekeeper for 
current AOD resources and may trigger more slots for CWS clients. 
CWS staff still function as intake screeners for referrals. AOD work­
ers then screen clients, but they may refer on to an unchanged AOD 
system in which no new priority for CWS parents has been negoti­
ated. In an interesting variation on this approach, Oregon has placed 
CWS and welfare staff on loan to the AOD office to deal with policy 
issues. This puts CWS and welfare expertise inside the AOD agency, 
rather than vice versa. 
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Multidisciplinary Team for Joint Case Planning. Multidisciplinary 
teams are perhaps the most thorough staff-level reform possible. But 
implementing this reform at more than pilot project levels demands a 
“theory of resources” (discussed in Chapter 3), since it is difficult to 
sustain such teams beyond the pilot project phase which may become 
a “Cadillac model” that is hard to support. Such pilot projects tend to 
drift into a system maintenance role because they are so costly, in 
contrast to promoting system change that permanently redirects staff 
resources toward institutionalizing such teams as a part of the normal 
staffing pattern. 

Paired CWS Worker and Person in Recovery. Staffing a team with 
a recovering person provides strong rapport and access to clients, en­
abling the CWS worker to perform the sanctioning role while the 
recovering staff member can play a more supportive role. Relying on 
the unique expertise of a peer from the community can reduce the 
client’s denial and avoidance problems, as the worker both empa­
thizes with and challenges the client. The risk of this approach is role 
confusion and the difficulties of building an effective partnership with 
an uncredentialed lay person who may face the problems of adjusting 
to a system that does not value lay experience as much as professional 
credentials and time in service. 

Infusion of AOD Strategies Through Training. The AOD infu­
sion approach (used by Sacramento County and other sites) is, in our 
view, by far the most appropriate way to achieve genuine reform, 
working across the five core elements of the framework and going 
outside the CWS system to other systems, such as criminal justice and 
public health. But it is hard to sustain and is susceptible to external 
events and leadership changes. It is also difficult to get workers under 
normal or greater pressures to adopt new behaviors, especially new 
assessment tools, without careful advance planning and strong top-
and mid-level leadership. Infusing the AOD perspective in a CWS 
agency requires a level of information systems and results-based ac­
countability that many agencies are unlikely to have yet achieved. 
The infusion approach also expands the capacity of the AOD treat­
ment system by moving away from treatment services narrowly de­
fined as residential treatment, broadening the base of services to pre­
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treatment and community support models. This approach can and 
should be combined with networks at the neighborhood level. 

Community Partners of Recovery and Treatment Staff with CWS. 
The community partners approach draws community support in the 
form of active buy-in from local residents, but it is not clear that it 
seeks to change the system. In some sites, it has led to system changes 
to the extent that informal community support and interim care-
giving have reduced the need for formal CWS filing, enabling the place­
ment of children in safe environments while parents are enrolled in 
treatment. 

Community Partnerships for the Protection of Children. The ad­
vantages of community partnerships include all the advantages of the 
prior approach, plus the advantage of a new governance entity that 
can address the need for a broad constituency base for systems change. 
However, decentralized pilot projects often reflect an initial prefer­
ence by neighborhood groups for a gradual community-building ef­
fort that focuses primarily on “microprojects.” Such projects may 
provide a foundation for larger, more strategic efforts, or they may 
lead to less emphasis on opportunities to affect the larger system’s 
resources through a formal policy agenda. The effect of such partner­
ships in making these choices remains to be seen. 

Family Drug Court. The Family Drug Court approach uses the 
impressive authority of the court, which is a substantial force for re­
form and can also mandate participation in treatment. However, re­
forms that are restricted to the court system may ignore the rest of the 
CWS-AOD systems and thus lack the resources to make court powers 
effective. Court systems have also found it difficult to divert scarce 
program funding to evaluations of the effectiveness of court-mandated 
programs to which their clients have been referred. 

These summary comments on the nine models should make clear 
that these are evolving approaches. Some of the concerns we have 
expressed may not apply to all the sites that have adopted an ap­
proach, but we have sought to reflect what practitioners have said 
and what our own experience has shown about the advantages and 
drawbacks of these approaches. Described below are a few of the 
projects that are spotlighted in the matrix. 
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The Clark Community Partnerships 

The Edna McConnell Clark Foundation’s Community Partner­
ship sites (Cedar Rapids, Iowa; St. Louis, Missouri; Louisville, Ken­
tucky; and Jacksonville, Florida) are implementing a four-part strategy: 

•	 Develop an individualized course of action for each child 
and family identified by community members as being at 
substantial risk of child abuse or neglect; 

•	 Organize a network of neighborhood and community sup­
ports, including a neighborhood site for agency CWS staff, 
as well as neighborhood “helpers”; 

•	 Establish new policies and practices within the CWS 
agency, including consulting with partner agencies and 
intensifying focus on families with a recurrent pattern of 
child maltreatment; and 

•	 Develop a collaborative decision-making capacity to sus­
tain the partnership. 

The strategy plan for the Clark projects explicitly emphasizes that 
both substance abuse and family violence have been included in the 
policy changes sought in the child welfare system: 

Community Partnership Plan: Sites are asked to ensure that 
as part of the development of each plan, assessment is made 
of whether substance abuse and domestic violence are prob­
lems for the family. If they are, the family’s action plan is 
expected to include activities that will alleviate these prob­
lems. ... CWS agencies will establish close working relation­
ships (and possible joint operating procedures) with domes­
tic violence service providers and with substance abuse pro­
viders ... Substance abuse prevention and treatment programs 
must be immediately available within the network and to the 
CWS agency [Center for the Study of Social Policy 1997]. 

Each sites’ assessment and action plan is to include a response to 
“reports of abuse and neglect with a differential response based on 
the severity of the situation and the future risk to the child.” These 
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efforts are expected to go beyond the formal agency networks to natu­
ral helpers and the staff of community-based agencies, such as child 
care providers, schools, faith-based organizations, and recreation agen­
cies. CWS staff are being relocated into neighborhood locations, not 
only as a new work site, but to enable deeper family assessments and 
become familiar with and tap into local services and supports for fami­
lies. 

In Louisville, meetings have been held at the neighborhood level 
among providers and neighborhood residents, planning for “sober 
housing units” has begun in the target neighborhood, and a substance 
abuse coordinator has been hired for the project. In Jacksonville, com­
munity meetings have led to a set of proposals for neighborhood-level 
initiatives that are being prioritized for implementation in 1998. AOD 
treatment providers have joined CWS staff and neighborhood residents 
in an active planning group that has been addressing AOD issues. 

The Delaware Title IV-E Waiver 

Delaware is the only state that expressly targeted AOD problems 
in its application for a federal Title IV-E waiver. Granted in June 1996, 
Delaware’s waiver was one of the initial 10 state waivers for child 
welfare agencies authorized by P.L. 103-432. (The Adoption and Safe 
Families Act legislation of 1997 authorizes DHHS to grant an addi­
tional 10 state waivers.) Under the waiver, the state is using foster 
care funds (Title IV-E) to fund substance abuse counselors and to co-
locate them with child protective staff. A component of the evaluation 
is to ensure that the project is cost neutral to the federal government. 

Listed below are the objectives of the project: 

•	 Prevent or delay entry of children into out-of-home care 
because of parental substance abuse, or reduce the time in 
care in 50% of the families receiving multidisciplinary team 
services; 

•	 Reduce the amount of time between identification of a 
substance abuse problem and completion of an evalua­
tion and subsequent treatment; and 
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•	 Ensure permanency for children by verifying that reason­
able efforts have been made to prevent placement and that 
appropriate reunification services have been made available. 

The staff use a team approach, with the child protective worker 
focusing on child protection and safety issues and the substance abuse 
counselor identifying the extent of the AOD problem and its impact 
on child safety. The substance abuse counselor assists the family with 
linkages to treatment resources and provides support and treatment 
during the early stages of the AOD intervention. An extensive evalu­
ation is being conducted using random assignment of cases to control 
and demonstration sites.* 

The Starting Early/Starting Smart Program 

The Casey Family Program, in conjunction with federal agencies 
(the Substance Abuse and Mental Health Services Administration 
[SAMHSA], the Health Resources and Services Administration 
[HRSA], the Administration on Children and Families [ACF], and the 
Department of Education) began an effort in 1997 to support five 
primary care and seven early childhood integrated service sites. One 
of these sites emphasizes child welfare populations: in Cook County, 
Illinois, foster parents for a group of children who have been removed 
from their families because of substance abuse will be provided ex­
tensive support while birth parents will be in treatment The 
demonstration’s evaluation is conducted through a data coordination 
center that is studying two questions: (1) Will integrated services in­
crease access to substance abuse and mental health services for chil­
dren and families? (2) Will integrated services improve outcomes for 
the children and the families?** 

*	 The contact person for Delaware’s program is Candace R. Charkow, Treat­
ment Program Manager, Division of Family Services, Department of Ser­
vices for Children, Youth and Their Families, 1825 Faulkland Road, 
Wilmington, DE 19805; 302/633-2601. 

**The contact person for the Casey Family Program is Ruth W. Massinga, 
Chief Executive Officer, Seattle, WA; 206/282-7300. 
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The Cuyahoga County START (Sobriety Treatment and Recovery 
Teams) Program 

Having documented that 75% of child welfare intake involved 
alcohol and other drug abuse, officials in Cuyahoga County, Ohio, 
launched a program in 1996 that built on earlier AOD-targeted ef­
forts to weave together the strengths of AOD treatment providers 
with the needs of child welfare families. The elements of the program 
are listed below: 

•	 Expanded worker training in AOD issues;

•	 Random urinalysis as a motivation booster for parents in
treatment;

•	 Safety plans that address AOD problems explicitly;

•	 Natural support providers and relatives;

•	 Referrals to four local AOD treatment agencies; and,

•	 An explicit message to clients that says...

We want you to understand now, at the beginning, that
permanent custody of your child will depend on this suc­
cess. You must stop your drug use if you are going to have
responsibility for your child [Cuyahoga County Depart­
ment of Child & Family Services 1996].

The target group is the estimated 150 women a year who deliver 
babies and show a positive toxicology screen for any drug. A key 
feature of the program is the use of “child welfare advocates,” who 
are recovering AOD abusers recruited from local welfare offices and 
past child welfare caseloads. 

C A S E  
S T U D Y  

The Sacramento County Alcohol and Other Drug 
Treatment Initiative (AODTI). In response to the 
flood of AOD cases in social service and public 
health caseloads, the Sacramento County Depart­

ment of Health and Human Services enacted in 1993 an ini­
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tiative to incorporate substance abuse services as an integral 
part of its service delivery systems. The program received full 
endorsement from the Sacramento County Board of Supervi­
sors, the Human Services Cabinet, and the Criminal Justice 
Cabinet. 

The training component of the initiative focused on three levels: 

•	 Level I - Basic introduction to AOD terminology and iden­
tification,

•	 Level II - Advanced assessment and intervention skills in­
cluding certification in administering the Substance Abuse
Subtle Screening Inventory (SASSI), and

•	 Level III - Group treatment skills with substance-abusing
clients.

Level I was required for all Department of Health and Hu­
man Services personnel. Level II was required for all person­
nel who “carry a caseload.” Level III training was required 
for all County AOD counseling staff and was voluntary for 
all other staff who completed Level II and agreed to partici­
pate in facilitating AOD group services. The program’s three 
levels of training had been completed by more than 2,000 
health and human service staff members and other commu­
nity agencies by early 1998. Sacramento currently requires 
that workers begin AOD training after their first three months 
on the job. (The lessons of this initiative are discussed in Chap­
ter 3.) The training was evaluated with a pre- and post-train­
ing test that assessed participants’ knowledge, attitudes, and 
beliefs. Post-training results showed considerable initial ap­
proval from line employees. The substantive areas of the train­
ing that produced the most positive responses to the pre- and 
post-training questions included the following: 

•	 The awareness that alcoholism and drug dependence are
diseases,

•	 The awareness that professionals can help clients in de­
nial,

•	 The effectiveness of different modalities of treatment for
different kinds of clients,

•	 The relevance of client measures of functioning in addi­
tion to abstinence,
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•	 Alleviating the misapprehension that the AODTI sought
to make all professionals into drug counselors,

•	 Definitions and symptoms of AOD dependence,
•	 The potential for all human service professionals to con­

duct substance abuse interventions, and
•	 Awareness of phases of recovery as measures of parents’ 

readiness for child custody.

Overall, workers gave highly favorable scores on the ques­
tions: “I think this training will result in a change in how I do 
my job,” “I will recommend to my coworkers that they par­
ticipate in this training,” and “I think that it is important 
that the department is undertaking this training program.” 
An important distinction emerged, as it often does in train­
ing, among changes in knowledge, attitudes, and expected 
versus observed behavior. In answer to the question “as a 
result of this training, the primary change that I will make in 
the way I do my job is...,” workers responded far more often 
“feel more knowledgeable in dealing with AOD problems” 
than they agreed with “be more understanding and sensitive 
to clients with AOD problems.” The least frequent response 
was “be more willing to confront and talk about AOD prob­
lems,” suggesting the greater difficulty of turning new atti­
tudes into new practices. 

At the peak of implementation, around January 1997, ap­
proximately two-thirds of all child welfare workers (outside 
the permanent placement bureau where parents have already 
been assessed for risk) were submitting AOD assessments. 
Later in 1997, the CPS crisis (see box on page 39) resulted in 
a reduction of assessments to a point where few were coming 
in from workers. 

The actual procedure for AOD assessment and referral un­
der the AODTI involved three steps: 

1. Classifying the client (use of the SASSI was at workers’ 
discretion as a tool to assist in this classification) as fall­
ing into one of five categories:

•	 Having no AOD problem,
•	 Substance user,
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• Substance abuser,
• Chemically dependent not in recovery, or
• Chemically dependent in recovery.

2. Determining, among those clients assessed with an AOD-
related problem, their level of functioning based on a Likert
scale across seven domains that are commonly used in
AOD assessment protocols:

• Medical problems,
• Social relationships,
• Legal problems,
• Housing problems,
• Mental health problems,
• Family problems, or
• Employment problems.

3. Referral to one or more of nine treatment options based
on a grid that indicates appropriate patient placement
guidelines for referrals to a continuum of treatment pro­
grams.

During the period in which assessments were at peak levels, 
63% of all clients assessed were described as having an AOD 
problem at some level, with another 14% described as chemi­
cally dependent and in recovery. As a finding from the most 
comprehensive AOD assessment process systematically ap­
plied to all CWS-entering parents, this statistic correlates with 
many other national studies, which find 40 to 80% of CWS-
involved parents have an AOD problem. 

An important intervention developed as a part of the AODTI 
makes clear that the effort was designed and implemented as 
much more than a training program; this was the use of “pre­
treatment groups” run by social workers and/or AOD coun­
selors. In contrast to a frequent CWS agency practice of re­
ferring clients with AOD problems to a “waiting list” at a 
treatment program (which some have derisively called “re­
ferral on demand” in contrast with the policy of treatment 
on demand), the AODTI used these pretreatment groups as a 
means of immediately engaging the clients who needed AOD 
treatment. Clients are involved in a group setting that in­
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cludes parents with similar problems from whom they can 
receive support. In some cases, this may be the only interven­
tion required. In the case of higher risk, lower functioning 
parents, the groups serve as interim services while waiting 
for an intensive treatment slot to open. Approximately one-
third of AODTI clients with AOD problems were referred to 
such groups at the peak period of assessments. 

The Sacramento CPS Crisis. With the deaths of two young 
children during 1996-97 whose parents were involved in 
drugs, the CWS agency within Sacramento County’s Depart­
ment of Health and Human Services became preoccupied with 
tougher enforcement. Under media pressure and criticisms 
from advocates for children, the district attorney’s office, in 
collaboration with DHHS, the probation department, and 
law enforcement, conducted “sweeps” of neighborhoods to 
place children in protective custody. At one point in late 1997, 
the sweeps had increased the number of children “filed on,” 
(i.e., on whom formal removal proceedings had begun in 
court) by seven times its normal rate in prior months. The 
AODTI assessment policy was suspended, and plans were 
implemented to reduce work loads as staff came under great 
pressure to remove children at risk, without devoting any 
resources to assessing their parents’ AOD-related status. Sub­
missions of AOD assessment forms dropped to very few by 
late 1997. By early 1998, a renewed effort to commit resources 
to a revised assessment process was under way. 

The Pensacola Family Drug Court 

After 15 years on the bench, Judge John Parnham has a vision of 
a Family-Focused Community Justice System. To achieve that vision, 
he has changed his approach in working with families with AOD-
related problems and believes that the Dependency Court should serve 
the community as a form of “therapeutic jurisprudence, empowering 
families to be in a healthy environment.” In a strong collaborative 
effort among the court; the district AOD program administrator, Dr. 
Paul Rollings; the district Family Safety and Preservation administra­
tion; and the staff at Pathways Treatment Center, the principles that 
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have been used in adult criminal drug courts have been implemented 
in the family dependency court since 1997.* 

The families brought into the drug court have generally had open 
cases in the Family Safety and Preservation Division for many years 
and have all been court-ordered to complete a treatment plan. Drug 
court families are from the family reunification and court-ordered 
family supervision programs. If the case worker finds that the family 
is not cooperating in their treatment plan and the parent(s) have AOD 
problems, the case is referred to the state attorney’s office for filing 
contempt of court charges. The parent is ordered to appear in front of 
Judge Parnham and if the parent is in violation of the court order, has 
no psychiatric problems that would interfere with the treatment, and 
agrees to participate in the drug court services, the family can be ac­
cepted to the drug court program. 

AOD treatment services are provided in four phases by Pathways, 
a local AOD treatment provider. Although there are timelines set for 
each phase, the time limits are flexible and adjusted for each client’s 
progress in treatment. The phases of treatment are: 

•	 Phase 1. 4 hours per day, 4 days per week for 5 weeks;

•	 Phase 2. 4 hours per day, 2 days per week for 3 to 6 months;

•	 Phase 3. 1 1/2 hours per day, 2 days per week for 6 months; and 

•	 Phase 4. Long-term case management for approximately
6 months.

There are weekly court appearances and random selections for 
urine tests during Phase 1. Court appearances and drug testing is less 
frequent as the structure of the program becomes less rigorous over 
time. 

Each member of the drug court team believes that the key com­
ponent of its success is the emphasis on linkages among the partners. 

*	 For additional information on the Pensacola Drug Court, contact Dr. Paul
Rollings, Program Administrator, Florida Department of Children and
Families Substance Abuse Program; 850/444-8366.
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There are weekly case planning meetings in which each team member 
has a voice in reaching consensus on rewards and sanctions to be 
delivered under the authority of the court. Most important in case 
planning is the view from each perspective on the treatment team on 
the client’s “patterns of behavior.” Even if a client is testing clean, if 
the AOD counselor or CWS social worker believe that the client is 
not demonstrating a change in his/her behavior patterns, they can 
request the imposition of sanctions. Sanctions used by the court in­
clude more frequent court appearances, daily urine tests, community 
service jobs, and when necessary, jail time. 

Putting the Models in Context 

In summarizing the state of the art of CWS-AOD relations in 
1992, the CWLA Commission at that time said 

Currently, the child welfare and AOD service systems oper­
ate independently from each other, using different eligibility 
criteria, restrictive funding streams, and sometimes conflict­
ing program requirements, creating a maze that severely lim­
its access [CWLA 1992]. 

Today, in 1998, the practices and policies in the exemplary agen­
cies we have discussed in this chapter have advanced well beyond this 
summary description. We have made progress, despite the large ob­
stacles that remain. The “maze that severely limits access” is still there, 
arguably more confusing because of new categorical legislation and 
the lack of adequate data collection. 

But the recognition of the problem of AOD abuse by parents in 
the child welfare system is much wider than it was in the early 1990s. 
Demonstration programs, as noted in this section, have shown that 
advances in AOD treatment can make a difference in child welfare 
outcomes. The 1992 judgment of inadequate community response is 
still true of many communities, but practice innovation is expanding 
the number of child welfare agencies that are trying to break out of 
this status quo. We turn now to an assessment of child welfare inno­
vation, as it provides further evidence of the progress that has been 
made. 
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Child Welfare Trends, Practice Innovations, 
and AOD-related Issues 

Several recent trends and practice innovations in the child welfare 
field are closely related to the AOD problems addressed in this guide­
book. Some are changes in child welfare practice that could result in 
more effective handling of AOD problems, but others may present 
barriers to closer links with AOD treatment agencies. The following 
material discusses these innovations as they influence and are influ­
enced by AOD problems. Some of the common themes in these inno­
vations and trends include family-centered practice and strengths-based 
or solution-focused practice. These approaches identify and build on 
the strengths of the families in the child welfare system, while recog­
nizing that those strengths are challenged by the forces that cause and 
are affected by AOD abuse. 

Kinship Care 

While not a new innovation, kinship care has expanded in the 
past decade to a point where it makes up as much as one-half of new 
placements in some states and counties, and it can be seen as both a 
major resource and a challenge in weaving together AOD and CWS 
practice and policy. On the one hand, kinship care is undeniably a 
resource that has provided safe, loving homes for thousands of chil­
dren whose parents were unable to care for them responsibly, due to 
their own AOD and other problems. As of 1994, approximately 2.15 
million children–just over 3% of all children in the United States— 
were estimated to live in the care of relatives without a parent present 
[Harden et al. 1997]. Since “concurrent planning” (described on page 
44) relies on kinship care as an early option, the use of this form of 
care is likely to increase rather than decrease in years ahead, as more 
restrictive time limits for both CWS and TANF begin to take hold. 

At the same time, the intergenerational, genetic factors in AOD 
use and abuse, while not determinative, are highly correlative within 
families, and policy needs to take into account the possibility that the 
AOD issues may be present in the kinship setting in ways that can 
affect children. As Ivory Johnson has written, inadequate kinship care 
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“can be another system of abuse and neglect for vulnerable children” 
[Johnson 1994]. The AOD issues in kinship arrangements are at least 
as important as they are in other caregivers’ homes, and should be 
assessed as such. Johnson emphasizes that workers dealing with kin­
ship arrangements 

must be skilled in family assessment to be able to understand 
the implications of chemical abuse and dependence on one’s 
ability to provide adequate parenting and protection. The 
dynamics of chemical abuse and dependency must be part of 
the core training for kinship caregivers and staff members. 

One recent assessment of kinship foster care based on a review of 
77 cases underscored the difficulty of dealing with AOD issues when 
both the caregiver and the parent are experiencing AOD problems, as 
would be expected since they are both affected by the familial roots of 
AOD dependence [Gleeson et al. 1997]. The rationale for whole-
family treatment is always strong, but addressing the intergenerational 
issues in kinship care is a special challenge, due to the greater 
likelihood that some of the underlying factors contributing to mal­
treatment could be present in the kinship setting as well as in the 
biological home. An especially difficult set of issues must be dealt 
with by caregivers and agency workers when birth parents are still 
actively abusing substances or are incarcerated [Crumbley & Little 
1997]. 

The broad principles that appear to have the best chance of en­
suring that kinship care will provide safe and supportive homes for 
children include the following: 

•	 Screening and assessment of the families in sufficient depth
to address AOD issues explicitly;

•	 Adequate resources for kinship families;

•	 A recognition by public policy and agency workers’ prac­
tices that kinship care is different from family foster care
and requires different services and supports; and
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•	 Clarity about how kinship care and permanency planning
interact, both in policy and in individual case planning.

Racial and cultural issues are deeply ingrained in kinship care 
and must be explicitly and sensitively addressed. As Johnson and many 
others note, “the kinship care arrangement is a practice rooted in the 
African and American experience” [Johnson 1994], and is of great 
importance in Native American communities as well. 

Concurrent Planning 

The goal of concurrent planning is timely permanency for chil­
dren. In contrast with sequential planning (which seeks reunification 
and then, if these efforts prove unsuccessful, introduces alternative 
permanency plans), concurrent planning provides for parental reuni­
fication and rehabilitation efforts while simultaneously developing an 
alternative permanent plan for the child. An agency using concurrent 
planning methods simultaneously offers services to families while ex­
ploring alternative permanent options. The agency reviews relative/ 
kinship placement options and seeks foster/adoption placement as a 
backup plan if reunification is not possible in 12 or 18 months. All 
options are discussed, including active rehabilitation efforts, volun­
tary relinquishment, and relative guardianship. Frequent, consistent, 
and meaningful visitation is used as a high predictor of reunification 
in concurrent planning. Concurrent planning for children and fami­
lies requires caseload adjustments to reflect the more intensive level 
of services delivered by child welfare workers. 

AOD problems are critical to concurrent planning, since the “fork 
in the road” often comes when the agency makes a decision about 
whether parents are able to resume their responsibility for their chil­
dren. Some child welfare practitioners have expressed the view that 
AOD problems are in fact the most important barrier to making con­
current planning work. In their view, without adequate means of re­
ferring parents to treatment, monitoring their progress, and making a 
well-grounded assessment of the risk of returning children, concur­
rent planning cannot succeed. 

The State of Colorado, for example, uses concurrent planning to 
make early decisions on families needing substance abuse services. 
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Concurrent Planning: Significance for AOD Issues 
The pressure to deal with AOD issues increases when the “sec­
ond track” of permanent placement outside the biological fam­
ily is apparent from the start. Consistent with the goals of the 
1997 federal legislation and some states’ moves toward allow­
ing shorter time periods for reunification services for parents 
with AOD problems, CWS agencies have accelerated their ef­
forts to make judgments on AOD-abusing parents. But CWS 
practice may be unrealistic in assuming that a single episode of 
treatment will “fix” a parent with lifelong habits and a lifestyle 
in which AOD abuse may be only one manifestation of family 
problems. 

Staff have new resources for AOD treatment slots and reduced 
caseloads that enable intensive reunification services combined with 
concurrent planning for adoption based on parental performance in 
treatment. At three months the case is reviewed and a recommenda­
tion is prepared for concurrent foster care or adoption. By six months, 
the agency feels it has adequate information from AOD treatment 
providers to determine whether reunification is likely and, if not, to 
accelerate termination of parental rights. “With few exceptions, per­
manent placements must be made by 12 months” [Barth 1997]. 

This speeding up of the “AOD clock” runs the risk that parents 
who need longer than 12 months to achieve parenting skills and per­
sonal stability will have lost their children by the time they get their 
lives together. But the alternative in this difficult set of choices is wait­
ing for the parents, at an obvious cost to the children if the parents 
are not successful. In some cases, the CWS legal clock and the child’s 
developmental clock will become a higher priority and may take pre­
cedence over the slower running AOD recovery clock. 

Family Decision-Making Models 

As documented in a recent publication of the American Humane 
Association, agencies have begun to use an approach to families called 
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Family Decision-Making Models:
 
Significance for AOD Issues
 

The skills required to facilitate a family’s discussion of 
“undiscussable” issues that include AOD problems are not al­
ways present in CWS staffing. It is not clear whether facilitators 
consistently seek to assure, as AOD counselors sometimes do in 
arranging family-based interventions, “hearing the voices of 
those who have been victimized” and “holding those who have 
committed the wrong responsible for their actions,” in the words 
of one presentation of FGDM. 

Family Group Decision Making (FGDM), that emphasizes building 
on the strengths of families and using a solution-based approach to 
resolve family problems that may lead to out-of-home placement. This 
approach includes a family case conferencing model developed in New 
Zealand and the Family Unity Model developed in Oregon and based 
on the Family Group Conferencing model. 

Both processes use family meetings as the central mechanism to 
develop a family resource plan, drawing on the resources of the fam­
ily, the extended family, and community agencies. The family assumes 
responsibility for the plan and takes ownership of the steps needed to 
carry it out. 

The Family Unity Model uses a trained facilitator to assist the 
extended family unit in developing the family resource plan. In the 
Family Group Conferencing model, a facilitator provides initial guid­
ance to the family but the family develops the plan, with the facilita­
tor leaving the room when the extended family deliberations are 
under way. 

These models are quite appealing in the reduced intrusiveness they 
bring to families’ lives and their ability to hold families accountable 
for their own actions. They also offer an approach that is effective 
with diverse cultural groups. A further advantage pointed out by some 
state officials is that FGDM models create a team for the worker to be 
part of, which can be a welcome support for a younger, less experi­
enced worker who no longer needs to make all decisions by herself. 
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While there is not as yet a significant body of evidence about the 
effectiveness of these models, the combination of an approach that is 
more respectful of clients and provides workers more resources has 
led a number of states and counties to adopt FGDM. As with concur­
rent planning, however, some practitioners would caution that imple­
menting these approaches with social workers assigned their current 
levels of caseloads will not be successful. It remains to be seen if these 
added resources will be made available. 

The Family Support Movement 

Some of the programmatic and philosophical underpinnings of 
the community partnerships approach are firmly rooted in earlier ideas 
about family support, building on family strengths, the need for natu­
ral supports as well as public and nonprofit services, and respect for 
the cultural and community origins of families. Securing support from 
the community in helping parents in the CWS system is at the core of 
the community partnership approach. 

Some documents produced by the family support movement have 
given AOD issues scant attention, but the field as a whole varies widely 
in the depth of its approach to AOD concerns. Yet there is extensive 
evidence that self-help approaches, both neighborhood-based and faith-
based, can help families both in early intervention and in community-
based aftercare support from networks of natural helpers that include 
other parents in recovery. In addressing the issue of whether a strengths-
based approach makes it difficult to address a family’s AOD prob­
lems, some practitioners would agree with the statement by one re­
viewer that 

... In no case do we view “family strengths” as an approach 
that ignores needs—rather it is an approach that uses family 
and personal resources, successes, and capabilities as essen­
tial components of creating plans to successfully address needs 
such as AOD, violence reductions, improved parenting, etc. 
[Anonymous communication with author, 1998]. 

It is not difficult to see the conceptual links between family sup­
port practice and increased community involvement in AOD issues. 
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Two of the core principles of family support, as set forth in a series of 
publications by the Family Resource Coalition of America, are espe­
cially relevant. If one defines “having control over important aspects 
of their lives” and “equitable access to resources in the community” 
to include addressing AOD problems as they affect millions of chil­
dren, the family support movement can become an important part of 
the effort to strengthen community support to parents with AOD prob­
lems [Family Resource Coalition 1996]. 

Another source of family support is the school-linked services 
movement. Services for AOD-related problems among parents have 
been included in several efforts: in Florida’s statewide efforts to de­
velop “full-service schools,” and in statewide efforts in New Jersey, 
Kentucky, and California. These initiatives go well beyond the pilot 
project stage to widespread innovations in which public and commu­
nity workers are brought into and linked with schools in family re­
source centers. 

A specific form of family support program is home visiting. In an 
increasing number of communities, home visiting programs have been 
linked to child welfare reforms. Lawrence Sherman’s extensive survey 
of crime reduction programs for the U.S. Department of Justice in­
cluded a review of “family-based prevention” initiatives such as home 
visiting, and concluded: 

Perhaps the most promising results in all areas of crime pre­
vention are found in the evaluations of home visitation pro­
grams. While these findings are often combined with other 
institutional elements, such as preschool, there is a large and 
almost uniformly positive body of findings on this practice 
[Sherman et al. 1997]. 

Home visiting programs have at times included counseling and 
treatment for AOD problems, especially those that are revealed by a 
positive toxicological screen at birth. But many programs have em­
phasized referral out to treatment agencies rather than equipping line 
staff to screen or provide pretreatment services. 
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Lessons of the Models
 

The preceding discussion of the models and innovations that have 
been developed to respond to the problem of AOD abuse among child 
welfare clients reveals nine common themes. These themes provide 
lessons from the many attempts to improve the links between AOD 
and child welfare systems.* 

Lesson #1 
Values matter, especially when the issues touch AOD and poverty. 

Our attitudes about drug use (and use of alcohol, the consequences 
of which are often much more serious) and poverty are among the 
most stereotyped topics in our society. As a result, the public debate 
on these subjects tends to lurch from extreme to extreme, rarely con­
fronting the “gray areas” where difficult decisions are necessary. The 
public and its opinion leaders exhibit polar extremes of reaction and 
overreaction to “crises” that become media-visible and then fade. From 

*	 This section owes a great deal to three authors (whose works have been
disseminated and supported by the Annie E. Casey Foundation): Lisbeth
Schorr in the United States, and Gerald Smale and John Brown in Great
Britain, whose work has been published by the National Institute of So­
cial Work (NISW). There is a rich set of literature on policy and program
implementation in the United States, notably work done during the past
25 years that began with Wildavsky and Pressman’s seminal Implementa­
tion in 1973. Schorr, Smale, and Brown have all built from this earlier
work, renewing it and giving it special relevance for policy aimed at chil­
dren and families. Schorr’s new book Common Purpose is a follow-up
work to her 1988 book, Within Our Reach, and addresses the problem of
taking successful pilot projects to scale.  Smale and Brown’s work has
been undertaken as part of the Managing Change and Innovation
Programme of the NISW. See Brown, J. (1996). Chance favours the pre­
pared mind. London: National Institute for Social Work. With the excep­
tion of Brown’s title, quotes from Brown and Smale have been American­
ized in spelling.

51
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denial that there is a problem, attitudes then shift toward a crisis men­
tality in which expensive “quick fixes” are attempted. 

At the same time, we compartmentalize our attitudes about these 
difficult issues. This is shown by the widespread inability to see the 
connection between socially acceptable drug use (e.g., caffeine, nico­
tine, alcohol, prescription drugs) and drug “abuse.” The public equates 
drug abuse with the use of “hard drugs” by low-income persons, rather 
than the abuse of alcohol or the misuse of mood-altering drugs by 
middle- and upper-income persons. 

In CWS-AOD reform, these attitudes can make it difficult to sus­
tain public support for middle-ground reforms. In a number of com­
munities, the debate about “zero-tolerance” policies that insist on 
abstinence for CWS clients is almost solely focused on illegal sub­
stances, ignoring the far greater impact of alcohol on child and family 
problems. This has made it difficult to realistically discuss the finan­
cial costs and psychological impacts of strictly enforcing such policies 
by removing all children from homes where parents are using drugs. 

In Sacramento, a public discussion of the merits of “harm reduc­
tion” as a public policy toward AOD use was made more difficult 
following incidents of children’s deaths in substance-abusing families. 
The results included removal of a much greater number of children 
from their homes, foster care cost increases in the millions of dollars, 
and expansion of out-of-county placements. The lesson appears to be 
that discussing such value-laden issues in noncrisis times may build a 
residue of public understanding, while discussing these issues in crisis 
environments is far more difficult. 

We are overdue for a reasoned debate about what we mean by 
“harmful drug abuse” in the context of children and families. But 
that will require sustained policy leadership above the level of specific 
programs. No one program can alter public attitudes built up over 
decades and entrenched in a context created by centuries of public 
opinion underlying some of these issues. This lesson can also be stated 
as a recognition that the context of reform matters as much as its 
content. 

Clarifying the values of the general public and key stakeholders is 
an important part of innovation and its marketing. But our reluc­
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tance to discuss values issues, and our tendency to polarize the debate 
when we do, complicates the values dimension of public education 
and policy change. What then happens is that in the absence of values 
consensus, policymakers and implementors tend to try to please ev­
eryone by “fudging” on the values choices: Which clients will get pri­
ority? When will sanctions be applied for clients who aren’t in com­
pliance? What is the role of the neighborhood in setting norms? These 
questions are values questions, but if innovation is carried on in an 
atmosphere that seems to be overly concerned with technical, fiscal, 
or programmatic issues, then the values issues will slip away and these 
questions will never be addressed in depth. 

Targeting is an area where values matter a great deal. The deci­
sions about whether male inmates or female parents should receive 
priority for limited AOD funding is not a technical decision—it is a 
values choice. And as we have already noted, whatever official policy 
statements may say about the importance of women and children, 
only 27% of publicly funded treatment slots are currently allocated 
to women. 

Similarly, the decisions about when to terminate a parent’s cus­
tody rights are obviously values decisions, and neither the laws or 
rules of program decision making will ever “automatically” force a 
decision to terminate parental rights. But in program design, as well 
as in implementation, these targeting decisions are often the last ones 
made. Often, they are made only by default, as events press for inclu­
sion of one group, with the result that fewer of another group can be 
served unless funding is expanded. The targeting choices of how to 
respond to harder-to-serve clients are especially difficult, and programs 
usually opt out of these debates by taking a tacit position of “first 
come (or first referred), first served”—which is in effect saying the 
more difficult to serve will not be served. 

Values disagreements are also important in negotiating the differ­
ences between CWS and AOD agencies, since each begins from differ­
ent philosophical bases. The role of clients’ motivation, the desire for 
abstinence in contrast with the need for harm reduction, the benefits 
of time limits and sanctions, the definition of client as parent, child, 
or whole family—these are just a few of the values issues that arise in 
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serious dialogue between the two systems. None of these, in our view, 
is irreconcilable. But few will be addressed seriously enough to iden­
tify and work out the differences if the values issues are ruled out or 
ignored. 

For that reason, we urge that a collaborative values inventory 
(see Appendix A) be used as a means of anonymously assessing the 
extent of consensus in a group working on AOD issues. A group may 
be trying to collaborate without ever discussing the major underlying 
values that may unite them—or divide them. This tool has helped 
some groups understand what their disagreements are about. 

LESSON #2 
Without early, strategic attention to the scope and scale of reform, 
innovation reverts to isolated, categorical pilot projects with little 
impact on the organization or the larger target population. 

Innovation that “succeeds” at the level of a pilot project but does 
not move beyond that state to wider implementation is a failed inno­
vation. Gerald Smale has developed a devastating critique of the pilot 
project mentality, arguing that “pilot projects are how an agency in­
oculates itself against change”: 

Special projects can attract considerable resentment from oth­
ers in the mainstream of the organization, especially if the 
project workers are released from statutory duties or given 
extra resources....organizations can be inoculated against in­
novation. While people on pilot projects are developing their 
new form of practice, others in the organization are working 
out how they are going to avoid working in the same way....No 
matter how much we learn from pilot projects, we need other 
strategies for disseminating results and achieving widespread 
change [Smale 1996: pp. 25-26]. 

In our own work, we have emphasized the frequency with which 
pilot projects ignore the real resources and exhibit a “Willie Sutton 
problem.” Willie Sutton, a bank robber in the 1920s, was once asked 
why he kept robbing banks; his answer was supposedly, “That’s where 
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the money is.” But in many communities, the emphasis is placed on 
relatively small, grant-funded pilot projects and on newly launched 
collaboratives, rather than changes in use of the much larger resources 
already in the community in the budgets of existing institutions. 

Smale believes this pilot project mentality creates a barrier to in­
novation: 

...departments are inoculated against innovation...[when] it 
is assumed that practice has changed after new management 
prescriptions have been declared, brief training undertaken, 
and the best intentions of staff have been gained [Smale 1996: 
p. 29].

He criticizes cursory training as the fallacy that “to know is to act 
differently.” He also points out that reorganizing is how many orga­
nizations inoculate themselves against innovation; the reorganization 
itself is cited as though it were real change, and thus reduces the pres­
sures for making real change at the frontline of practice. Weiner and 
others have also noted the tendency of organizations’ political leaders 
to prefer to change structure rather than strategy when the organiza­
tion comes under criticism [Weiner 1982]. 

Lisbeth Schorr agrees, using the phrase “the hidden ceiling on 
scale” to refer to barriers to expanding model projects. She suggests 
that effective replications share six attributes: 

•	 They combine replicating the essence of a successful inter­
vention with the adaptation of many of its components to
a new setting.

•	 They have had the continuous backing of an intermediary
organization.

•	 They recognize the importance of the systems and institu­
tional context (i.e., they have an agenda for redirection of
current resources, not just a grants agenda).

•	 They recognize the importance of the people context, re­
quiring buy-in from line staff.
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•	 They use a results-based outcomes orientation to judge
success.

•	 They tackle, directly and strategically, the obstacles to large-
scale change [Schorr 1997].

Using these criteria, it is possible to review pilot projects and dis­
tinguish those that have a solid chance of becoming strategic from 
those that are just isolated projects. For example, the CPS reform 
efforts in Missouri that have been implemented as a pilot project since 
1994 included a built-in evaluation effort, were outcomes-driven, in­
cluded more than 20% of the state’s children in the demonstration 
areas, and proposed gradual phase-in of the features that proved ef­
fective. These elements gave far more assurance that the legislature 
and executive branch in Missouri were not just creating one more 
project, but were testing a model that had clear statewide implica­
tions from the first [Christian 1997]. 

It is obvious that sometimes legislators will adopt a pilot project 
when they could not be persuaded to take the greater risk of operat­
ing an innovation at a greater scale. In these cases, administrators 
seeking innovation have to weigh the costs and potential benefits of a 
pilot approach, including the likelihood that the legislature will ac­
cept evidence of success as a basis for expanding the innovation (as 
well as its readiness to support an adequate evaluation effort to docu­
ment the outcomes). But it is the absence of a multiyear strategy and 
the tendency of some legislatures to spawn a series of unrelated pilot 
initiatives that justify caution in seeing a legislature’s typical approach 
to pilot projects as a victory for innovation. 

Some of these choices about the scale and structure of an innova­
tion are visible in the choices made about how to organize the reform 
effort. One of the key choices is whether to place it at the core of the 
organization, to set it up as a separate unit removed from the main­
stream of the organization’s life, or to negotiate some compromise 
between these two poles. The trade-offs are clear: placing reform “all 
the way inside” the agency permits close ties to the organization’s 
senior managers, but comes with the inevitable costs of moving at a 
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slower pace acceptable to those managers. Placing the reform unit 
farther outside in a “sheltered” position enables greater flexibility and 
a faster moving style of operation, but may make it more difficult to 
work closely with the senior managers. 

C A S E  
S T U D Y  

In Sacramento, the AODTI effort was placed in 
a “reform unit,” separate from the CWS manag­
ers who controlled the daily operations of the 
agency. But the leaders of the reform were cho­

sen for their knowledge of the agency, with the ability to work 
with top managers and with line staff and community orga­
nizations. Until the CPS crisis created an entirely new situa­
tion, the reform unit had proven its ability to carry out 
Director Caulk’s original vision and to mobilize resources 
throughout the agency for a “training-plus” reform that di­
rectly affected more than 2,000 employees of the agency who 
went through the training. 

One reform manager noted that decisions about where to place 
an innovation unit were similar to decisions about quality assurance 
units, which need both independence to be able to judge effectiveness 
of agency practices and access to the mainstream of the organization 
to be credible. This tension and balancing is built into the decision 
about organizing reform, and knowing the organizational style and 
culture of an agency can help leaders make the right trade-offs in 
deciding how to structure reform so that model projects are not iso­
lated. 

Another arena that affects the scale of reform are the choices made 
about partnerships with external agencies. Operating from the basic 
premise that CWS reform requires resources outside the child welfare 
agency itself, supporters of any initiative that focuses on the impact of 
alcohol and other drugs must decide early how broadly to address the 
connections with the health and mental health system, the juvenile 
justice and adult corrections system, and the role of the courts. Some 
CWS reforms have started completely within the CWS agency, while 
others, including Sacramento’s AODTI, have from the outset aimed 
their efforts more broadly at a wider array of targets. 
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C A S E  
S T U D Y  

The Sacramento innovation team felt that their 
work with county criminal justice agencies and 
probation staff made it possible for them to carry 
the principles of the AODTI into other agencies 

and move beyond the child welfare arena of reform. “We 
were always more than CPS, from the start,” stated one staff 
member. 

This lesson about scale also relates to how a reform unit responds 
to the opportunities it has to influence other priorities of the organi­
zation outside the boundaries of the reform itself. This is related to 
the issue of parallel reforms discussed above. For example, in the past 
year, some CWS-AOD reform units have been forced to make a deci­
sion about how they are going to respond to welfare reform. Know­
ing that some of their clients will be directly affected by time limits, 
work requirements, and drug testing, CWS staffs have begun negotia­
tions with TANF agencies. The temptation for some has been to “do 
another pilot,” in which a small number of AOD treatment slots is set 
aside for TANF parents. But this approach may have the effect of 
restricting the scale of the reform to those few clients, instead of work­
ing directly with the TANF planning unit to set up new procedures 
and priorities for all TANF clients needing AOD services. Reformers 
need to recognize when they are achieving real system reform and 
when they have merely launched a new project that is buffered from 
the rest of the organization and unlikely to affect mainstream practice. 

Finally, the issue of scale in reform is reflected in choices made 
about rules. In another context, we have used a four-stage theory of 
collaborative development that moves from earlier information ex­
change and joint projects to a third phase of changing the rules and a 
final stage of changing the system [Gardner, forthcoming]. In innova­
tion, it is possible to distinguish between changes that take place within 
the rules of a given system, and those that seek to change the rules of 
the system. Clearly, the second kind of changes are harder, since they 
change relationships as well as rules [Smale 1996: p. 77]. The first 
involves changes in tasks and methods, while the second involves 
changes in roles and relationships as well. When roles and relation­
ships are involved, innovation takes even more negotiation and buy­
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in from those whose roles will change, as we discuss in Lesson #6 
(page 66). 

In CWS-AOD linkages, roles are often at the core of proposed 
changes, and as a result, changes in assessment and referral practices 
feel to workers as if they are major disruptions in the rules of doing 
business. That is why out-stationing an AOD counselor in a CPS agency 
or a school is much less threatening than proposing to change the role 
of all of the AOD counselors in working with external agencies. With 
a pilot approach to decentralization, the organization seeks to build a 
buffer against change by the rest of the organization. It is safer for the 
organization than a large-scale change in roles—but much less effec­
tive because it involves only a single staff member. 

Lesson #3 
Reforming systems demand a “theory of resources.” 

Several of the models and innovations described in this guide­
book (and several that we recommend in conclusion) require more 
resources; for example, expanding training, addressing the treatment 
needs of adolescents as well as parents, and achieving realistic caseloads 
do not occur without cost. Some models involve additions of more 
staff and more treatment slots, which also require more resources. In 
addition to greater resources, however, better services and different 
ways of working together are needed in both CWS and AOD agencies. 

A multifaceted resource strategy is a critical prerequisite to get­
ting out of the pilot project trap. In program evaluation, the concept 
of a “theory of change” has become an accepted way of examining 
the logic that connects an intervention and its intended outcomes. But 
we believe that a “theory of resources” is equally important in mak­
ing clear the assumptions about how the reform can expand— 
answering the simple, loaded question: Who would pay for more of 
it, if it works? 

Providing more resources to the current staff and agency leader­
ship in most CWS and AOD agencies to work the way they are cur­
rently working would result in marginal changes at best. More staff 
would be available, but they would work in systems that would still 
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be largely isolated, with increased referrals going back and forth be­
tween them but without agreements on new assessments to ensure 
that clients end up in programs that have the best chance of helping 
them. Workers unwilling or unable to ask the critical questions about 
AOD problems will miss as many cases as the current system, even if 
there are more workers. Nor will new funding provide any guaran­
tees that progress will be made by AOD and CWS providers working 
under current purchase-of-services contracts, as long as those con­
tracts measure success by numbers treated rather than according to 
the success rates and characteristics of the clients in the caseloads. 

As noted above in discussing treatment effectiveness, not all par­
ents need 18-month residential programs to be able to deal with their 
AOD problems. It is totally beyond the realm of fiscal possibility to 
replicate existing model programs across the entire system with inten­
sive funding—and a large percentage of parents don’t need such in­
tensive treatment for that length of time. Generalizing from a “Cadillac 
program” is a fallacy of demonstration program thinking, assuming 
that if an intensive program works for some clients it will work for all 
and is needed by all. 

In AOD-CWS reforms, four elements of a resource strategy are 
essential: 

•	 Savings and cost avoidance. The data cited in this report
on cost-effectiveness make a powerful case that treatment
for the families and adolescents who are most at risk will
have a payoff for those clients who complete treatment.
Agencies need to commit resources to continuing to verify
that the results of better AOD-CWS links can be proven
cost effective, as the only way to justify budget decisions
to move resources from the higher cost programs such as
criminal justice and residential care to earlier treatment
and prevention efforts. This strategy is currently being used
in a number of mental health and juvenile diversion pro­
grams, such as in Alameda County, California, where more
expensive slots for out-of-home care have been diverted
to earlier intervention. Home visiting for high-risk par­
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ents and infants is another arena in which this principle of 
cost avoidance has been put to work. 

•	 Redirection of funding from ineffective programs. The
argument for new funding rests implicitly on a premise
that existing programs are effective. This premise cannot
always be proven, and in fact has been disproved in some
critical AOD and CWS programs, including school-based
prevention programs (e.g., DARE). The great majority of
parent education programs, an intervention used frequently
for CWS clients, do not measure the outcomes of their
instruction, but simply monitor attendance, with a few
using pre- and post-tests that assess what parents say they
are doing differently. In one community of 300,000 in
which we work, there were four years ago 63 separate
parent education programs—only a small number of which
even used pre- and post-testing to determine their effec­
tiveness. Until results-based accountability is applied
intensively to programs to help parents or prevent risky
behavior by adolescents, it is inaccurate to assume that
new funding for these programs will invariably produce
better results.

•	 Blended funding. The National Center for Child Abuse
and Neglect demonstration projects mentioned earlier con­
cluded that providing “collaborative, not categorical fund­
ing opportunities” was one of the most important policy
changes that could be made in strengthening CWS-AOD
links. The extraordinary efforts made by intensive services
programs in some cities, securing funding from as many
as 40 different funding sources, have come at a cost of
countless hours of overhead time devoted to grant chas­
ing and multiple reporting requirements. Blended funding
legislation in a number of states has begun to encourage
communities to develop “bottom-up block grants” by al­
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lowing agencies more discretion to combine categorical 
funds in return for specified outcomes. 

•	 Mobilize people resources at the community level. Finally,
a theory of resources has to recognize that there are many
more important resources than public funding. The “people
power” and natural helping networks available in a com­
munity that understands and supports AOD-CWS goals
can provide valuable citizen energy that multiples staff time
greatly. Mobilizing this kind of citizen energy is what the
Community Partnership approaches have been trying to
do in the sites mentioned above, and it represents a seri­
ous resource strategy that can be far more valuable than
securing another demonstration grant that runs out in three
to five years. Faith-based organizations have often pro­
vided this kind of resource by donating their facilities for
organizations of recovering persons, providing shelter for
homeless AOD clients, and assisting with aftercare supports
through networks of church members and outreach efforts.

To summarize this lesson about resources, there was an instruc­
tive incident in a recent session with federal grantees who were reach­
ing the end of their five-year funding cycle. In a group of staff mem­
bers from these programs, all of which provide AOD treatment to 
women with children, one grantee said in response to a presentation 
on funding options and sustainability strategies: “Why weren’t we 
given this in the first year instead of the fifth year?” 

That is the heart of our critique of pilot projects–not that they 
have not accomplished a great deal to show how systems can be 
changed, but that they typically lack (and funders have not sufficiently 
encouraged them to develop) a strategic conception of how to build 
on their successes with a theory of resources, a redirection agenda, 
and an institutionalization plan. Projects that have achieved success 
deserve more than mere refunding with another grant; they deserve 
sustained support in working to transfer their progress to wider levels 
of implementation. 
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Lesson #4
 
Parallel reforms and external crises can reinforce or undermine 
innovation. 

In many communities, multiple innovations are under way as part 
of education reform, welfare reform, community development, youth 
services, Goals 2000, community asset mapping, substance abuse pre­
vention, etc. In some neighborhoods, multiple decentralized facilities 
have been established, representing both public agencies and nonprofit 
or community-based organizations. At times, these initiatives com­
pete with each other for publicity, elected officials’ support, volun­
teers, grants, and other resources. In some cases, however, CWS-AOD 
reform has been able to make strong connections with AOD preven­
tion campaigns, welfare reform, family resource centers, and county 
decentralized operations. Being aware of these parallel reforms is the 
first step toward avoiding competition as much as possible and achiev­
ing optimum impact whenever that is possible. 

C A S E  
S T U D Y  

In Sacramento, a matrix was developed that listed 
all the decentralized, community-based initiatives 
serving children and families. As this was being 
compiled, staff working on it were told that no 

such matrix of all neighborhood initiatives had ever been de­
veloped, and were asked to send copies to virtually everyone 
surveyed in its development. When completed, it showed 
dozens of separate offices sponsored by different city, school, 
county, state, and federal programs—none of which had ever 
been included in an effort to rationalize these programs in a 
single area. As a result, an early priority for the decentraliza­
tion of CPS activities in two neighborhoods was clarifying 
their relationships to other decentralized initiatives already 
in these areas. 

Some practitioners would point out that when an organization is 
already in the midst of innovation, (e.g., implementing welfare re­
form or a new child welfare information system), it is not a good time 
to launch new, parallel reforms that may compete with the prior in­
novation. As one organizational theorist notes, there is an obvious 
paradox: sometimes “we are too busy changing to look at how we are 
managing innovation and change” [Smale 1996: p. 77]. 
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Sometimes crisis becomes the only external force that matters. In 
the CWS arena, by definition, the death or serious injury of a child 
becomes a spotlight event that can radically change perceptions of the 
agency and its workers and leaders. Once a critical incident throws a 
spotlight on an agency, major changes can result. As noted in Sacra­
mento, this meant a seven-fold increase in the number of children 
whose parents were cited for substantiated abuse or neglect. Such an 
increase in caseloads and removals of children meant that normal 
operating styles were suspended in the short run in favor of new pro­
cesses designed to err on the side of child safety. As a result, new AOD 
assessments became, ironically, an assignment that workers avoided, 
even though AOD problems were causing such an increase in caseloads. 

Some studies of innovation argue that innovation works best when 
times are “normal” and resources are not overly tight, enabling changes 
to be made with transitional support for those workers and other 
stakeholders who will bear the main brunt of the innovation. The 
alternative theory is that innovation works best in times of crisis when 
an organization can do extraordinary things under the pressure of 
external events, creating a team spirit that mobilizes new resources 
and new energy. Only a local team can judge which of these is a more 
accurate reading of the local reality at any given point. In some sites, 
however, a CWS crisis that temporarily overshadowed AOD-related 
reforms eventually reinforced the need for the reform, once policy 
leaders understood that AOD issues and their fiscal effects were un­
avoidable. 

Lesson #5 
Leadership matters. 

Leadership is important to innovation in several ways. First, lead­
ership in innovation matters because leaders change over time; such 
changes can be beneficial or disruptive. But the deeper into the orga­
nization the reform goes, the more likely it can survive transition after 
leadership changes. So one task of leaders is to ensure that the roots 
of the innovation grow as deep as possible. 
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Leaders greatly influence innovation through their choices of the 
people who will carry out innovations on a day-to-day basis. Thus, 
staffing is one of the most important processes in reforming a system, 
since these are the people who will seek to bend the system to the new 
ways of doing business and, at times, to confront the system about its 
need to change. The skills and attitudes of these implementors be­
come the critical ingredients of reform, determining the pace, inten­
sity, and resources available to the innovation. The most fateful choices 
in innovation often are leaders’ selection of their key subordinates, 
which becomes a form of succession planning for the initiative, if not 
the entire organization. 

Second, leadership matters because leaders, at their best, articu­
late a vision and then guide a team in a clear set of actions that carries 
out the vision. As the innovation goes into action, the important part 
of the vision becomes the accountability for carrying it out—develop­
ing measures of progress and taking them seriously by using them to 
ensure that key supervisors are “on board” and not subverting the 
innovation. Experience in several innovations suggests that it is defi­
nitely not micromanaging for an innovation leader to monitor his or 
her priority initiatives to make sure that they are supported by key 
managers and line staff. Once those managers have been given a clear 
explanation of the problem, the logic behind the solution, and an 
opportunity to become active in designing the innovation, if their be­
havior remains blocking or subversive, they have become part of the 
problem and should be moved to other, less critical assignments. 

C A S E  
S T U D Y  

The importance of leadership is apparent in the 
observation made by Dr. Robert Caulk in 1993, 
the Director of Sacramento County’s Department 
of Health and Human Services; he stated that 

AOD was “almost 100% of our intake,” forcing a “para­
digm shift.” In Caulk’s lexicon, that meant that all HHS work­
ers had to deal with AOD issues, and thus all should be ad­
equately trained in doing so. Caulk’s role was as a classic 
“product champion,” to use a phrase from the innovation 
literature, which connotes a major top-level policy or man­
agement official who frames and defends the innovation. Not 
all of his mid-level supervisors were “on board” with the 
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new view of AOD issues, and some who were in critical posi­
tions had to be replaced before the project could move be­
yond the training-only trap. 

Third, leaders have to get the resources needed for innovation by 
selling it to their own leaders: the elected officials or senior manage­
ment generalists who control resources. Director Caulk’s efforts to 
keep the County Chief Administrative Officer and the Board of Su­
pervisors supportive of the AODTI were major accomplishments in 
the early stages of the innovation, and the loss of that support once 
the CPS crisis (ensuing from the tragic deaths of two children who 
had been under CPS oversight) became visible and slowed the reform 
brought a major shift in the resources available to the effort. 

Lesson #6 
Successful innovation actively involves people in the organization, 
especially those whose work is the focus of the innovation. 

This lesson deals with worker buy-in, shared definitions of a prob­
lem, and the value of a deliberate process of “mapping” the support 
needed to achieve real reform. The primary point is that selling the 
problem is a prerequisite to selling a solution. If planning and innova­
tion occur without “selling the problem” to all of the workers in the 
agency, the innovation will slip to a lesser priority when the agency is 
faced with a crisis. 

C A S E  
S T U D Y  

“We agreed on the solution before we agreed on 
the problem” was how one staff member of 
Sacramento’s CWS reform described the difficulty 
of persuading line staff that abuse of alcohol and 

other drugs was a central problem that required new train­
ing, new assessment tools, and a new way of operating with 
families. As self-evident as the AOD problem may appear, it 
does not automatically ensure implementation of the changes 
in daily practice required if an agency takes the AOD problem 
seriously. This issue is especially important in responding to the 
challenges of winning support from staff and managers. 

Smale suggests that implementing innovation is a process of think­
ing clearly about three questions: 
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• Who sees what as a problem? 

• What needs to change? 

• What should stay the same? [Smale 1996: pp. 48-53] 

We use these three questions to assess Sacramento County’s ini­
tiative as a case study to illuminate what the Sacramento AODTI 
implementors tried to carry out as the priority goals, while pointing 
out some of the problems that were encountered in implementation. 

C A S E  
S T U D Y  

“Who sees what as a problem” in Sacramento’s 
AODTI? Smale’s first question, “Who sees what 
as a problem?” was answered primarily by the 
planners of the AODTI, who saw the absence of 

AOD training as a problem for effective CPS practice. Care­
ful monitoring of line workers’ attitudes was also attempted 
through consultation efforts and the pre- and post-training 
survey of workers’ responses to the training. But when the 
CPS crisis hit, it seems fair to say that workers and their su­
pervisors did not see the AODTI and its new assessment op­
tions as a solution to their problem, but as a new problem 
itself. The lack of adequate buy-in from supervisors and man­
agers meant that these supervisors did not have any attach­
ment to the AODTI as an innovative approach that addressed 
a problem they felt to be significant enough to require new 
training and new assessments. Despite serious and ongoing 
efforts to involve both line workers and their supervisors, a 
majority of both groups essentially abandoned the AODTI 
when the pressures of the deaths of two children in the sys­
tem created a new reality in the problem of rapidly expand­
ing caseloads. The innovation had become the problem, not 
a solution to a larger problem accepted by both the innova­
tors and the implementors. 

To apply the concept of seeing innovation as the solution to a 
problem, the leaders of the Sacramento AODTI viewed the 
problem as the fact that AOD-related problems were affect­
ing “nearly 100%” of clients in the Department of Health 
and Human Services. This seemed overwhelmingly obvious: 
the numbers showed it, intake studies showed it, experience 
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in other states and cities showed it. The solution, consisting 
of training, new assessments, and a new referral mechanism, 
was developed by managers at the top level of the organiza­
tion, in consultation with line workers. The innovation was 
delivered by a combination of inside and outside staff and 
consultants, and was accepted by line workers and supervi­
sors (until the external pressure of the CPS crisis). 

As Smale puts it, “To introduce ‘solutions’ to people who do not 
perceive themselves as having a problem will not unreasonably be 
seen as imposing a gratuitous burden, or at least an inconvenient in­
terruption in their work...It is unhelpful to focus on the innovation 
alone and judge success only in terms of the adoption or application 
of the innovation. It is dangerous if the innovation becomes a cause in 
its own right” [Smale 1996: p. 40]. 

At this point, innovation may be reinforced if the organization 
has adopted an approach to results-based accountability that empha­
sizes the outcomes of innovation, rather than the process of its imple­
mentation. If the innovation is seen as a solution to a measurable 
problem, results-based accountability will seek both client and sys­
tem outcomes that track progress toward solving the problem. 

Therefore, the number of staff trained is far less important as a 
useful measure of progress than what they do differently when they 
return to carrying out the daily practices of the organization. Sacra­
mento monitored both kinds of outcomes, and one of the clearest 
signals that the innovation was not going well was when staff submis­
sions of client assessments for AOD problems did not keep pace with 
the number of new cases in the system. 

C A S E  
S T U D Y  

“What needs to change” in Sacramento’s 
AODTI? In turning to the “What needs to 
change?” question, the reality of daily practice 
must be stressed: line workers are the key to daily 

practice reform. Their support for the changes in daily prac­
tice required for the innovation is critical to moving from a 
vision to change to making the change. Nor should workers 
be seen as inherently opposed to reform, if the reform is pre­
sented carefully after consultation with line workers’ repre­
sentatives. A recent publication prepared by staff of the AFL­
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CIO and funded by the Annie E. Casey Foundation described 
several examples of union-supported human services reform 
[Calicchia & Ginsburg 1996]. 

In CWS practice, paperwork and the role of supervisors are both 
vital to influencing what line workers actually do. Substantial amounts 
of paperwork are inherent in CWS, because legal mandates compel a 
paper trail of what has happened to the client and whether time limits 
have been met. Supervisors, in turn, are where line workers go for 
advice (and for shared responsibility) in dealing with the hardest cases. 
In normal times, an increase in paperwork and mandates for new 
procedures will be unwelcome. In times when caseloads have increased, 
workers are even more insistent that their time be protected. In such 
times, if new forms are mandated, they may be filled out and submit­
ted to adhere to rules, but they will not be thoroughly done or be useful 
as trustworthy data. If they are optional, few workers will comply. 

C A S E  
S T U D Y  

In Sacramento, where the CPS crisis led to a dra­
matic decline in workers submitting required as­
sessment forms, it was clear that the union was 
not opposed to the AOD training and assessments 

as such, but to the “layering” of new paperwork require­
ments and the new assessment on top of existing paperwork, 
which increased the time it took to fill out the new forms at a 
time when caseloads and pressures on workers were increas­
ing greatly. (Added complexity resulted when the new AOD 
assessment process came during a period in which a new state 
CWS information system was being implemented, as well as 
a proposed state pilot risk assessment system.) 

Some students of human services reform argue that mapping 
change requires identifying who, if any, are the perceived victims of 
the innovation. “Whose identity is changed?” is one way they phrase 
this question that has special relevance for CWS-AOD linkages [Smale 
1996]. In such initiatives across CWS and AOD systems, an effort is 
being made to get both sets of professionals to work more effectively 
with the other system, in ways that sometimes appear to threaten 
workers’ sense of their own identity. (It did not help in one of these 
initiatives when a senior official stated to the media that all CWS 
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workers would become AOD counselors, confirming many of their 
suspicions about role change that had already been voiced.) Innova­
tion threatens the sense of identity of AOD workers who are told that 
they need to understand the child welfare system, and, similarly, of 
CWS workers who are told that they need to understand a completely 
different AOD treatment system. 

Supervisors’ reactions to new policy and changes in practice will 
determine a great deal of the response of line workers. The line work­
ers carry out the daily practice of an agency, but key resource deci­
sions are made by their senior managers—the directors and deputy 
directors of AOD and CPS agencies. In reforms where any of these 
key officials are lukewarm or opposed to the reform, their lack of 
support can cause costly delays in implementation. A senior manager 
who does not agree with an innovation has dozens of daily opportu­
nities to overtly send that message to lower level staff, and line staff 
will quickly recognize such opposition. 

Gaining the support of top managers is an important element in 
the initial phases of reform. When the goal is adapting to changes that 
raise the priority given to AOD problems, the whole organization 
must understand and accept these changes, and senior managers can 
set the tone for the acceptance. Whether those managers are in central 
offices or leading community-based decentralized teams, they can pro­
vide protection for innovation-minded staff who will otherwise wait 
until they get strong signals from their supervisors before they agree 
to take the risks of innovative practice. Sometimes senior managers 
who are working at the neighborhood level can effectively counter 
innovation blockers in the central office, but only if they are skilled 
leaders who understand how to help line staff adapt to change. 

A further lesson that bears upon the role of senior managers is 
that training aimed solely at line workers may omit some manage­
ment training needed by more senior staff who are expected to lead 
reform, but who may themselves not understand (or agree with) ei­
ther its rationale or the new techniques being advocated. Staff devel­
opment for senior managers of an agency is at least as important as 
training for line workers, but it can be much more difficult to arrange 
the time and ensure the credibility of the training aimed at senior 
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Beyond Training to Changing the Rules 
This lesson reinforces two points made earlier in this document: 

•	 The crucial role of assessment in tying together CWS and
AOD efforts, and 

•	 The failure of training alone to achieve system reform.
Once workers have been trained in new approaches to AOD 

problems, the process of change has begun, but it is far from 
complete. Changing assessments, ensuring that new forms are 
used and understood, establishing clear referral agreements with 
outside agencies—all these subsequent stages of AOD-CWS in­
novation have to happen after effective training has brought 
new forms of daily practice to line workers. A staff member in 
Louisville described the limited impact of training by saying, “I’ve 
been to a half-dozen trainings on AOD and they don’t make any 
difference by themselves.” Or, as one observer of the Sacramento 
reforms put it, “they loved the training, but they hated the imple­
mentation.” Again, it was the external influence of the CPS crisis 
above all that led to the partial rejection of the new practice 
guidelines, not opposition to the concept of looking harder at 
AOD problems of parents in the CPS system. 

managers who presumably rose to their positions because they had 
mastered their responsibilities. The assumption is not always war­
ranted, but the resistance to training that follows from the assump­
tion is often a problem. 

C A S E  
S T U D Y  

“What should stay the same” in Sacramento’s 
AODTI? The question “What should stay the 
same?” is addressed in CWS reform when innova­
tors take into account the time costs of new assess­

ment forms. In Sacramento’s CWS reform, an effort was made 
at one point to observe a guideline summarized as “no net in­
creases in time.” This means that if new assessment forms are 
required, some of the old forms should be dropped or consoli­
dated. For the Sacramento AODTI, the answer to the question 
was the time that workers spend per case must stay the same, un­
less new resources are brought into the agency. 
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Lesson #7 
Innovation requires results-based accountability to determine 
whether practice and policy are really changing. 

Innovation without accountability becomes merely rhetorical talk­
ing about change. A “tight feedback loop” that monitors the changes 
expected from the organization will enable a quicker response to lag­
ging implementation, but it demands that the information systems be 
in place to provide that feedback. If workers are expected to change 
their daily practice, their compliance must be monitored regularly 
enough to provide accountability. If community agencies are expected 
to become more active in working with noncrisis families, the extent 
to which this is happening must be monitored by intake information 
or some other form of useful feedback. “How will we know that the 
new process is happening?” is not yet an outcome question—but it is 
a critical question, because without compliance with the new proce­
dures, the intended outcomes will never happen. 

It is also important not to overload an innovation with new hard­
ware and software that defeats its own purpose. Sometimes automa­
tion means that data are collected solely for the sake of collection, 
without being connected to monitoring either workers’ compliance 
or client outcomes. A decent data system can catch noncompliance, 
but the trick is designing a system that isn’t so cumbersome that it 
produces noncompliance. 

Finally, it must be clear that if CWS-AOD reform seeks new ac­
countability for results with clients, this inevitably brings new account­
ability for work performed by line workers and their operating units. 
Such accountability is unusual at the operating level of most CPS agen­
cies, and within AOD systems as well. The impact of this new form of 
accountability should not be understated in negotiations with work­
ers’ representatives and with senior supervisors. 

C A S E  
S T U D Y  

In Sacramento County, the capacity of the new 
information system to monitor both the number 
of clients seen by AOD counselors and the num­
ber of assessments performed by CPS workers 

brought some strong reactions from both sets of workers, 
none of whom had been held accountable at that level in the 
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past. But in both cases, for senior managers to have such 
information for the first time led to some important readjust­
ments in caseloads and responsibilities that would have been 
impossible before the information system changes were made. 

When innovation is accompanied by changes in the information 
systems that monitor workers’ performance and client outcomes, the 
organization may for the first time be dealing with direct connections 
between what workers do and the results of what they do. This can be 
extremely unsettling. An innovation that is primarily oriented to train­
ing may be popular; adding assessment forms designed to track cli­
ents’ needs and progress in treatment and determine if workers are 
changing their practice may be far less popular. Assessment forms can 
help diagnose and track clients; they also can detect what workers are 
really doing differently. 

Lesson #8 
In reforming systems, process and product need to be balanced. 

Working across agencies that are unaccustomed to working to­
gether at all can sometimes make participants feel as if meetings alone 
actually represent progress. But they do not, and it is important to 
remember that they do not. To be sure, the process of building trust 
across AOD and CWS agencies is crucial, and that process takes time. 
But there must eventually be a product beyond the talking and trust 
building, or the process will have become the product—and no meet­
ing in itself ever protected a child or supported a parent. 

The good news is that state and local agencies and their nonprofit 
partners around the nation have increasingly used new tools for “put­
ting the pieces together” across different service systems. These policy 
tools are capable of developing solid products that can lead a group 
of interagency or community-level partners beyond meetings and pi­
lot projects to working at scale: 

•	 Data-matching techniques for determining which clients
are served by more than one agency or need resources from
more than one agency.
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•	 Case reviews that can accomplish the same purpose. 

•	 Resource mapping and geocoding services information, 
using geographic information software that compiles in­
formation about informal community supports, formal 
public spending, and sites of services facilities or service 
incidents in a given neighborhood. 

•	 Itemized “children’s budgets” and budgets of total pre­
vention spending in a community to documenting the costs 
of negative outcomes over time. 

•	 Comprehensive inventories of substance abuse-related 
spending (such as Arizona’s) to document and allocate by 
category all state AOD spending. 

•	 Benchmarking to determine what outcomes and perfor­
mance measures have been achieved by similar programs 
in other communities, using scorecards of neighborhood 
conditions and results-based accountability systems for 
program- and agency-focused outcomes. 

•	 A collaborative values inventory (as described above) to 
assess a collaborative’s willingness to address values is­
sues that underlie policy choice, based on the degree of 
consensus within the group on those values. 

•	 Collaborative matrices to identify all of the collaboration 
and coalitions that may be working on children and fam­
ily issues in a given community. 

•	 Evaluation of training content to determine whether the 
intended competencies are connected to the materials 
taught and the methods used. 
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Lesson #9 
One size won’t fit all. 

The project prospectus for the Clark Foundation Community 
Partnerships makes this lesson explicit: 

The diversity of family behaviors that are represented in the 
abuse and neglect literature requires that communities’ strat­
egies respond to a wide range of family situations, and re­
spond in an individualized fashion. “One size fits all” does 
not work to address this problem [Center for the Study of 
Social Policy 1997]. 

As the quote underscores, this need for diversity is true of re­
sponses to families and also of responses to communities. As a result, 
practitioners should be suspicious of any set of guidelines—including 
those in this work—that may purport to be “the only way to do it.” 
There are definitely some broad principles that should be followed, 
and some powerful signals about how not to do it. But tailoring an 
innovation to local contexts is crucial to the innovation being fully 
rooted and accepted in that location, and to being sustained if it proves 
successful. 
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Treating AOD Problems:
 
Practices, Innovations, 

and Effectiveness 
The AOD field has begun to address the issues of children and fami­
lies in treatment programs. Child welfare agencies and workers have 
not generally been familiar with these changes, however. Some ob­
servers familiar with both CWS and AOD systems believe that the 
AOD field has changed more than CWS in the areas where the two 
systems interact. Some of these changes were primarily due to the 
federal and state funding provided to AOD agencies for pregnant and 
parenting women’s treatment programs, since the populations served 
by those programs overlap to some extent with the CWS population. 
But what has been missing is a needed connection between CWS and 
the mainstream of AOD treatment that goes beyond earmarked fund­
ing for categorical programs for some CWS clients. 

The AOD treatment system is neither a black box of psychothera­
pies nor a monolithic entity admitting every client into a set treatment 
protocol involving “substitution” or “detox” medication. Recent de­
velopments in assessment and matching protocols have improved 
client-focused needs assessment and referral to appropriate services. 
The Center for Substance Abuse Treatment (CSAT) has recently pub­
lished a report on the diverse strategies used in AOD treatment [CSAT 
1997]. This chapter focuses on the most important AOD treatment 
innovations and suggests how these changes might help forge stron­
ger links between CWS and AOD. 

Comprehensive AOD Treatment and 
Disease Management 

As described by the Director of the National Institute on Drug Abuse, 
comprehensive treatment is a mixture of pharmacological and behav­
ioral therapy approaches that provide the tools for managing the 
chronic, relapsing disease of alcohol and drug dependence over the 
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long term [Leshner 1994]. The time period that is emphasized in mod­
ern AOD approaches is a critical distinction; continuing disease man­
agement is stressed, not one-shot treatment. The disease management 
approach to drug dependence, in this sense, is similar to physicians 
managing patients with chronic conditions such as diabetes and hy­
pertension, and is distinct from emergency services administered for 
acute illnesses. 

One recent summary from the behavioral treatment field high­
lighted the following features of disease management: 

•	 A treatment focus on a costly, chronic condition, disease, 
or diagnosis; 

•	 A coordinated approach across multidisciplinary treatment 
teams; 

•	 Use of evidence-based best practices proven to be highly 
effective; 

•	 An education-intensive orientation that focuses on both 
patient and provider; 

•	 An approach to care management that emphasizes both 
clinical efficacy and cost-effectiveness; and 

•	 A method of systematic data collection that is clinically 
and financially evaluative [Vega 1998]. 

In contrast, CWS agencies often approach AOD problems from a 
“one-shot approach” rather than from a longer term disease manage­
ment perspective. This plays out in practice in at least two critical 
ways: (1) instituting drug-testing programs, which are used as a mea­
sure of readiness to parent, with failed drug tests interpreted as clear 
markers of “failed” treatment; and (2) in expectations of treatment 
outcomes and clients’ compliance with treatment protocols. 

In the AOD treatment field, in contrast, positive drug urine tests 
are more commonly seen as an indication that a client requires more 
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structure and intensity in the treatment program. State-of-the-art AOD 
treatment adjusts the intensity and structure provided to a client based 
on the client’s progress and improved ability to exercise personal re­
sponsibility. These adjustments to program intensity are depicted in 
Table 3, which is adapted from a model developed by Dr. Vivian Brown, 
CEO of PROTOTYPES, and Dr. George Huber of The Measurement 
Group from evaluation documents of PROTOTYPES Women’s Cen­
ter in Pomona, California.* PROTOTYPES, Centers for Innovation 
in Health, Mental Health and Social Service programs include each of 
the levels of care so that they can respond to differing needs of women 
and their children. 

The American Society of Addiction Medicine (ASAM) has devel­
oped patient placement criteria to assess which treatment options and 
levels of intensity are appropriate for clients [ASAM 1996]. Complete 
details, explanation, and training on implementing the criteria are 
available through ASAM.** This range of care allows some clients to 
participate in treatment services while they are also completing ele­
ments in their child welfare plan (e.g., parenting classes) or comply­
ing with job participation requirements under TANF. However, it is 
clear that clients who are more impaired require more intensive levels 
of care. In addition, clients who are not successful in a specific level of 
care generally require more intensive services and structure in their 
treatment plan. Unfortunately, CWS staff unfamiliar with the AOD 
system often see treatment as a bipolar set of extremes, involving ei­
ther no-cost 12-step programs or expensive residential treatment. 

Determination of the appropriate level of care is made by assess­
ing a client’s level of functioning in six life areas: 

• Acute intoxication and/or withdrawal potential,

• Biomedical conditions,

*	 PROTOTYPES Women’s Center, Dr. Vivian Brown, Executive Director.
5601 West Slauson Avenue, Suite 200, Culver City, CA 90230; 310/649­
4347. 

**The American Society of Addiction Medicine can be contacted at 4601 N. 
Park Avenue, Suite 101, Chevy Chase, MD 20815; 301/656-3920; e-mail: 
email@asam.org; URL: www.asam.org). 

http:www.asam.org
mailto:email@asam.org
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Table 3. Results of Adjusting Intensity and Severity 
of Treatment 

•	 Emotional/behavioral conditions and complications,

•	 Treatment acceptance/resistance,

•	 Relapse/continued use potential, and

•	 Recovery environment (family and social situations).

The AOD field has reached some consensus in attempting to stan­
dardize treatment according to the levels-of-care distinction. In addi­
tion to detoxification services that can be delivered within each of the 
levels of care, ASAM PPC-2 criteria include three levels of outpatient 
care and four levels of residential care, as follows: 

•	 Level 0.5 Early Intervention

•	 Level I Outpatient Services

-	 I-D Ambulatory Detoxification without Extended On-
site Monitoring 
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- I Outpatient Treatment 

•	 Level II Intensive Outpatient/Partial Hospitalization Ser­
vices

-	 II-D Ambulatory Detoxification with Extended On-
site Monitoring
 

- II.1 Intensive Outpatient Treatment
 
- II.5 Partial Hospitalization Treatment
 

•	 Level III Residential/Inpatient Services

- III.1 Clinically Managed, Low-Intensity Residential
Treatment (Halfway House; Supportive Living Envi­
ronment) 

-	 III.2-D Clinically Managed Inpatient Detoxification 
Services (Social Detoxification) 

- III.3 Clinically Managed, Medium-Intensity Residen­
tial Treatment (Extended Residential Program) 

- III.5 Clinically Managed, Medium/High-Intensity Resi­
dential Treatment (Therapeutic Community) 

- III.7-D Medically Monitored Inpatient Detoxification 
Services 

- III.7 Medically Monitored Intensive Inpatient Treat­
ment 

• Level IV Medically Managed Intensive Inpatient Services

- IV-D Medically Managed Inpatient Detoxification Ser­
vices 

- IV Medically Managed Intensive Inpatient Treatment 

Once in treatment, there are several approaches that are used. 
The specific therapeutic approaches are generally divided into three 
categories, with some adding a fourth: (1) physical methods, (2) psy­
chological methods, (3) social methods, and (4) spiritual methods 
[Coles 1995; Mee-Lee 1995]. The categories are described in Table 4. 

The CWS perception of AOD treatment as a one-shot approach 
affects what child welfare workers expect from their clients. CWS 
workers at times express their frustration that even when they are 
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Table 4. Therapeutic Approaches to AOD Treatment 
Physical Methods Psychological Methods Social Methods Spiritual Methods
 
Detoxification Group, family, and individual Legal strategies Religiously oriented
 
Medications psychotherapy Rehabilitation self-help groups
 
Acupuncture Aversion therapy Social skills training
 

Behavior modification Self-help groups and
 
mutual aid
 

able to make the linkage for AOD services for clients, they simply 
don’t comply with treatment. In a recent meeting in a large county, 
that perception was expressed by an individual who represents chil­
dren in juvenile dependency court actions. With unconscious irony, 
she stated, “We know all that research says that treatment is success­
ful, but they just don’t stay in treatment.” Although multiple failed 
attempts to stop smoking (and resultant relapses) are readily accepted 
as common, the public is less willing to tolerate multiple attempts to 
stop the use of illicit drugs or the abuse of alcohol. We will return to 
this issue of treatment effectiveness below. 

Treatment Innovations 

Treatment Outcomes 

Over the past decade, under considerable pressure from managed 
care in the behavioral health arena and other funders of AOD ser­
vices, the AOD field has changed significantly, developing and imple­
menting systems to evaluate treatment outcomes. Although states and 
local governments are at different stages of implementation, there has 
been an implicit consensus reached on the types of outcomes that are 
desired and measured among AOD agencies serving publicly funded 
clients. An important development has been the field’s acceptance of 
outcomes in clients’ daily functioning as measures of progress that go 
beyond total abstinence from AOD use. While abstinence is a desired 
goal, AOD agencies recognize that clients improve their level of func­
tioning in multiple areas of daily living even before they reach absti­
nence. Obviously, millions of middle-income parents who are not 
abstinent are deemed adequate parents by society. 
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Treatment Is About Human Beings 
For all the importance of treatment protocols, levels of care, 
and managed care coverages, it is sometimes possible to lose 
sight of the reality that treatment is about human beings. The 
connection between a counselor, a peer helper, an outreach 
worker, and a person trying to recover from addiction is a pro­
found bond that rests as much on human relationships as on 
programmatic design. Every day, a good program draws the 
line between what treatment can do and what an AOD-depen­
dent person must do for herself, and that choice is always me­
diated by a relationship of trust between two human beings. 
Assuring that workers in this field have the right training is criti­
cal, but assuring that they are good, resilient human beings is 
equally important, because what they are asked to do is to help 
individuals and families to change their lives, without any assur­
ances that they will succeed. That these workers do succeed as 
often as they do is remarkable; that they keep trying to make a 
difference in the lives of other people is equally remarkable. 

Ongoing efforts are identifying optimum measurement techniques 
and indicators of improved levels of functioning. Currently, the do­
mains that are included in most client-level outcome systems are physi­
cal health, social and family relationships, mental health status, legal 
problems and criminal behavior, and employment/economic self-
sufficiency. An important task for both the CWS and AOD fields is to 
clarify measures related to parenting competency, which have not gen­
erally been included in AOD outcomes research. 

Managed Care 

Although several states have implemented managed care ap­
proaches to financing AOD treatment, the vast majority of those states 
have only included the Medicaid portion of state and federal funding 
in those financing plans. However, many states and communities have 
implemented components of managed systems of care, such as match­
ing clients to appropriate levels of care. 
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As previously discussed, AOD treatment varies in regard to the 
“intensity” of services delivered and in the degree of structured moni­
toring provided to the client [Young & Gardner 1997]. There are 
obvious cost differences between care in a highly structured setting 
and less intensive outpatient care. As noted in Chapter 1, this can 
further complicate the AOD-CWS connection, due to the role of man­
aged care companies that can override treatment decisions made by 
AOD counselors and CWS workers. Authorizations for treatment, 
the level of care to be provided, and length of stay allowed in man­
aged care settings may be determined by managed care staff who might 
be less familiar with the case and the special treatment needs of women 
involved with CWS. 

Matching Services to Immediate Needs 

A major component of early AOD treatment engagement is un­
derstanding the areas of life functioning that are being affected by the 
client’s AOD use. The domains mentioned above are included in a 
biopsychosocial assessment and are linked to specific services in the 
treatment plan that address that domain. There is recent evidence 
that addressing the need that the client perceives as most urgent re­
sults in more effective client engagement in the treatment process and 
leads to better outcomes. The parallel in CWS, of course, is the family 
preservation worker who engages with a new family by asking what 
the family perceives as its most important needs, as opposed to simply 
starting weekly counseling sessions on parenting. 

The innovation in AOD services is that, regardless of the level of 
care that the client is in (residential or outpatient), a comprehensive 
assessment enables the AOD worker to focus on the area of life that 
the client perceives as most urgent. Substance-abusing clients come to 
treatment with a host of interpersonal, legal, medical, financial, and 
other concerns. Making the connection between the immediate crisis 
that the client is experiencing and his/her substance use ensures that 
treatment addresses the reality of the client’s related problems, rather 
than providing treatment in a vacuum that ignores those other issues. 
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Medications Development 

Neurobiology and recent advances in biomedical research tech­
nology have developed new knowledge about molecular and cellular 
mechanisms involved in the disease of AOD abuse. For example, the 
ability to conduct noninvasive brain imaging has made it possible to 
study the effect of AOD abuse on the brain to literally “see a brain on 
drugs.” Drug abuse researchers have identified and genetically speci­
fied the molecular brain receptors of all major abused drugs. These 
discoveries are leading to new medications that block the chemical 
actions of abused substances. At present, medications are available 
for use with opiate-dependent clients. Methadone has been used ef­
fectively since the early 1970s; LAAM (l-alpha-acetylmethadol) was 
made available in 1993. Naltrexone was approved in 1984 and is 
also being used in the treatment of alcoholism. Buprenorphine is in 
the clinical trail stage of development for opiate addiction. The devel­
opment of medications for cocaine, however, is in its infancy. 

Motivational Interviewing 

Recent advances in AOD treatment research have repeatedly 
shown that persons who are coerced to participate in AOD treatment 
have similar outcomes as those who voluntarily participate in treat­
ment. In fact, some treatment providers have specialized in conduct­
ing “interventions” with persons who are not yet able or willing to 
admit that their AOD use is the cause of substantial family, work, and 
health-related problems. Intervening with a person who has not yet 
admitted that he/she is “powerless” over alcohol and other drugs is a 
primary component of early treatment protocols and allows the indi­
vidual to move past denial to a willingness to change. 

This early work by treatment professionals is sometimes referred 
to as “raising the bottom,” (i.e., not waiting until the client “hits 
bottom”) so that the individual and society do not have to incur the 
higher costs of continued drug dependence. Ultimately, individual 
motivation is an important ingredient in recovery, but motivation can 
be greatly enhanced by AOD professionals providing cognitive, sup­
portive, and behavioral interventions during early stages of recovery. 
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Much of the understanding of these early phases of treatment is based 
on work by Prochaska and DiClemente [1985], who proposed that 
change is a process rather than a discrete event. The change process 
has been described in phases with distinct goals for working with a 
client at each phase, as shown in Table 5 [Bell & Rollnick 1996]. 

Contingency Contracting 

The vast majority of clients entering AOD treatment do so with 
an implicit contingency contract: for example, in response to a spouse’s 
ultimatum (“go to treatment or get a divorce”); as a condition for 
regaining a driver’s license; in order to keep a job; or as the result of 
“a nudge from the judge,” the phrase used by many people in recov­
ery to indicate how they got to mandated treatment. Contingency 
contracting relies on these and other motivations for a person to seek 
treatment, promote desired behaviors, and sanction undesired behav­
ior. Critical components of contingency contracting are that the 
contingencies must be mutually agreed on, carefully monitored, con­
sistently applied, and involve the significant others and institutions 
connected to the individual [Morgan 1996]. In CWS, this corresponds 
to the general idea of “differential sanctions,” in which clients are 
rewarded or sanctioned as they progress in compliance with CWS 
requirements and the severity of their behavior. 

The Philosophy and Continuum of Harm Reduction 

Although harm reduction is often a lightning rod for debate about 
legalization of illicit drugs, the basic operating principle of harm re­
duction is that any positive change in AOD use helps. Harm reduc­
tion (HR) draws a distinction between intervention models requiring 
total abstinence as a prerequisite for access to treatment and those 
that focus on incremental improvements in lifestyle, which will ide­
ally lead to abstinence and improved parental functioning. Harm re­
duction strategies seek to reduce the risks associated with AOD abuse 
and can achieve immediate improvement in individual and family func­
tioning. The goal is to equip substance users to reduce the harm caused 
by their use to themselves, their families, and their community. Spe­
cific targets of HR strategies include improving the user’s health sta­
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Table 5. Phases in the Change Process 

Phase Aim of Intervention 
Precontemplation Toincrease the perception of risks associated with 

substanceuseby providing information and feedback 

Contemplation Explore the positive and negative consequences of 
use and tip the balance toward change 

Determination Preparation for change by strengthening the commit­
ment to change by helping the client to determine the 
bestcourseof action to take 

Action Acknowledge that the client may experience asense 
of ambivalence and need a sense of reward for any 
success achieved 

Maintenance Requires continued vigilance toward the change pro­
cessand achievement of personal goals 

Relapse Although not desirable, is a normal part of the change 
process and interventions aregeared to minimizing 
problems associated with lapse orrelapse by renew­
ing the commitment to change 

tus and reducing family violence, criminal behavior, poor parenting 
practices, and neglect or inattention to children’s needs. Most HR 
strategies accept abstinence as the appropriate end goal but believe 
that even for those clients for whom abstinence is not achievable, 
major changes in life functioning are possible. 

Harm reduction strategies are based on a public health approach 
to AOD problems and include such practices as strict laws against 
driving while intoxicated, designated drivers, and nicotine replace­
ment patches and gum. For the illegal drugs, harm reduction strate­
gies include decreasing the spread of HIV through needle-bleaching 
programs, Arizona’s example of releasing nonviolent drug offenders 
with court jurisdiction over treatment compliance, agencies devising 
a “safety plan” for children with appropriate child care if parents are 
planning to use alcohol or other drugs, determining if the client’s pat­
terns of use could be altered to reduce associated harm, and determin­
ing if the method of drug use can be changed to a less harmful method. 

Several reviewers of this guidebook commented that harm reduc­
tion strategies may be a part of the common ground that could be 
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expanded as the conceptual bridge between AOD and CWS. From 
the CWS side, the overwhelming concern for child safety means that 
reducing potential harm to children is part of the basic mission of the 
agency. Therefore, a CWS/AOD dialogue about harm reduction can 
focus on the central issue of reducing harm to children while consid­
ering the behavior of parents in treatment and in recovery. 

Treatment Effectiveness 

Despite 25 years of research documenting treatment effectiveness* 
and cost offsets derived from AOD treatment [Langenbucher 1994], 
the perception persists among the public and many policymakers that 
treatment “doesn’t work.” Thus, it is necessary to deal with that skep­
ticism in any discussion about expanding treatment services and link­
ing them to the needs of parents in the CWS system. 

Effectiveness of Treatment Among the General Population 

At the macro level, several recent national- and state-level studies 
have documented outcomes derived from AOD treatment and have 
found rates of AOD recovery similar to those of other diseases that 
require a behavioral change component as part of the treatment regi­
men. In addition, research conducted by McLellan and his colleagues 
documented that AOD treatment compliance is comparable to com­
pliance rates among patients treated for diabetes and hypertension, 
two other chronic diseases requiring major behavioral changes. Less 
than one-half of diabetics comply with their medication protocols and 
fewer than 30% of persons with high blood pressure comply with the 
medication and prescribed diets [McLellan et al. 1995]. 

CSAT released its National Treatment Improvement Evaluation 
Study (NTIES) in 1997. The study included more than 4,400 clients 

*	 Two national studies prior to DATOS (described in this report) were the 
Drug Abuse Reporting program (DARP), which included treatment ad­
missions between 1969 and 1973, and the Treatment Outcome Prospec­
tive Study (TOPS), which studied admissions between 1979 and 1981. 
DATOS included treatment admissions between 1991 and 1993. 
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in the outcome analysis from 78 treatment centers across the country. 
Looking for changes in behavior from before treatment to after treat­
ment, they found that drug use was cut by half, criminal behavior was 
reduced up to 80%, employment significantly increased, homelessness 
decreased, and there were significant improvements in physical and 
mental health leading to reductions in medical costs [SAMHSA 1997]. 

The National Institute on Drug Abuse in 1997 released findings 
from the Drug Abuse Treatment Outcome Study (DATOS), which 
tracked 10,000 drug abusers from almost 100 treatment programs 
who entered treatment between 1991 and 1993 in 11 cities. This is 
the third national outcome study since 1969. DATOS also used a 
before-to-after protocol and included four treatment types (outpa­
tient methadone, long-term residential, outpatient drug-free, and short-
term inpatient programs). DATOS found that drug use dropped sig­
nificantly and that there were significant reductions in illegal acts and 
suicidal thoughts/attempts, while employment increased [Meuller & 
Wyman 1997]. Research has clearly demonstrated that among clients 
who are “harder to serve,” those who receive “more support services 
in addition to basic drug abuse treatment were more likely to be ab­
stinent at one-year follow-up than those who received fewer support 
services” [Anglin et al. 1997]. 

In addition, several state-level studies have documented the cost 
offsets that are derived from improving clients’ functioning and the 
resultant decrease in societal costs resulting from AOD treatment.* 
Specifically, California found that $7 is saved for $1 investment in 
treatment [Gerstein 1994]; Oregon found that $5.60 in criminal jus­
tice, public assistance, health care, and victim and theft losses were 
avoided for every $1 spent on AOD treatment [Finigan 1996]. 

Remarkably, however, most analyses of the cost offsets of treat­
ment done in the AOD system have excluded foster care from the 

* See two compilations of state-level data on treatment effectiveness: Young, 
N. K. (1994). Invest in treatment for alcohol and other drug problems: It
pays and Young, N. K. (1996). Alcohol and other drug treatment: Policy
choices in welfare reform. Both are published and available from the
National Association of State Alcohol and Drug Abuse Directors, Wash­
ington, DC; 202/293-0090.
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calculations of treatment savings. Since much of the AOD research 
originated with prison populations, researchers have been more fo­
cused on cost offsets in the criminal justice, health, and employment 
systems. This exclusion has also been true of some of the studies as­
sessing programs for pregnant and parenting women. One researcher 
admitted in a discussion with a federal official a few years ago, “We 
never thought to add data about foster care in the research design.” 
This is another indicator of the distance between the two systems; it is 
difficult to document what an evaluation doesn’t look for in its evalu­
ation of outcomes. 

Effectiveness of Treatment Among Women and Their Children 

Many examples of successful women-oriented treatment programs 
have been documented by recent evaluation research. In 1995, the 
Center for Substance Abuse Treatment (CSAT) published findings from 
a study of its grantees that were administered by its Women and 
Children’s Branch [CSAT 1995]. They found the following: 

• Of women in treatment ... 

- 95% reported uncomplicated, drug-free births; 
- 81% who were referred by the criminal justice system 

have no new charges following their treatment; 
- 75% who successfully completed treatment remained 

drug free; 
- 46% obtained employment following treatment; and 
- 40% eliminated or reduced their dependence on wel­

fare. 

• Of their children ... 

- 65% were returned from foster care, and 
- 84% who participated in treatment with their moth­

ers improved their school performance. 

Each of the women’s specialized treatment programs developed 
under CSAT funding has documented significant gains among the 
women and children enrolled. The majority of these programs have 
developed multidisciplinary approaches to meet the multiple needs of 
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women and their children. The two programs highlighted here have 
developed linkages with a comprehensive network of providers and 
have documented outcomes in multiple domains. For example, PRO­
TOTYPES Women’s Center in Pomona, California, serves 80 women 
and 50 children at any one time in its residential treatment program. 
Follow-up research conducted by The Measurement Group* of 124 
women six months after they departed from the PROTOTYPES resi­
dential program, compared outcomes for women who were in the 
program less than 180 days (short stay) with those who were in the 
program 180 days or longer (long stay). The evaluation found impor­
tant differences among women who stayed in treatment more than 
six months as shown in Table 6. 

These outcomes remain fairly consistent in the longer term as 
evidenced by Gateway Community Services in Jacksonville, Florida.** 
Almost 430 children were served in a three-year period of the residen­
tial and outpatient treatment program; 945 children did not reside 
with their mother when she was admitted to the residential program; 
364 were reunified. There were 131 women who were pregnant at the 
time of admission, 130 babies were born drug free (one woman deliv­
ered a baby with a positive toxicology screen the same week she was 
admitted to treatment). The 364 children who were reunified with 
their mothers were given the Learning Accomplishment Profile when 
they were reunified with their mothers and after one year of partici­
pating in the extensive therapeutic services provided by the program. 
The developmental lag that can exist between drug-exposed children 
and their peers (in this sample, it was primarily in language and cog­
nitive areas) had virtually disappeared by the second assessment point. 
Just over one-quarter of women admitted to Gateway’s specialized 
programs were referred by the Department of Children and Families, 
as shown in Table 7. The predominant drug used by the women was 
cocaine, as shown in Table 8. 

*	 The Measurement Group, Dr. George Huba. 5811 A Upland, Culver City,
CA 90230.

**Gateway Community Services, Dr. Virginia Borrok, President/CEO. 555 
Stockton Street, Jacksonville, FL 32204; 904/387-4661.
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Table 6. Comparison of Length of Stay in Treatment 

Outcome Domain Short Stay Long Stay
 
< 180 days > 180 days Total Sample
 

AOD Abstinence 70% 94% 85%
 
Employment 48% 63% 57%
 
No New Arrests 72% 96% 87%
 
Homelessness 9% 4% 6%
 

Table 7. Sources of Referral 
Percentage of Admissions
 

Referral Source Residential Outpatient Total
 

Department of Children and Families 11% 52% 28%
 

Other AOD Provider 24% 20% 22%
 

Legal System 34% 4% 21%
 

Voluntary 26% 2% 16%
 

Hospital 5% 9% 8%
 

Public Health 2% 12% 6%
 

Table 8. Drugs Used by Women in Study 

Percentage of Women
 
Primary Drug Residential Outpatient
 
Used At Admission Program Program
 
Cocaine 44% 70%
 
Cocaine and other drugs 47% 19%
 
Alcohol 7% 7%
 
Prescription abuse 1% 1%
 
Marijuana 1% 3%
 

Among women served by Gateway’s Women’s Recovery Program, 
the overall treatment completion rate is comparable to many other 
AOD treatment agencies. Among women admitted to residential treat­
ment, 46% completed treatment, and among women admitted to in­
tensive outpatient services, 49% completed treatment. To evaluate 
the program, a random sample of 60 women was followed for four 
years (30 women were discharged from the residential program and 
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30 from intensive outpatient services). At one year after their treat­
ment discharge: 

•	 72% of the women reported being clean from alcohol and 
other drugs; 

•	 64% attained education and/or vocational skills necessary 
for employment; 

•	 52% were employed one year after discharge; and 

•	 92% reported no further involvement with police, court, 
or probation one year after discharge. 

A network of community-based programs serving women and 
their children in New York City has recently documented AOD treat­
ment outcomes that were reported by Magura and his colleagues from 
the National Development and Research Institutes and the New York 
City Administration for Children’s Services [Magura et al. 1998]. 
Women who had given birth to a drug-exposed infant were given 
priority for treatment admission; women with children less than 6 
years old were also eligible for the program. Families received home-
based casework, social services, and substance abuse treatment. The 
program used public contracts with community-based and culturally 
sensitive family service agencies and outpatient substance abuse treat­
ment. The program goals were to prevent foster care placement and 
to provide adequately for the family’s needs. 

The evaluators followed 173 mothers for an average of 30 months 
after their admission to treatment. Similar to Gateway’s data described 
above, 49% of women exited treatment before completion. There were 
13% who transferred to other programs; 28% had completed treat­
ment at the follow-up point and 9% were still in treatment. Project­
ing from the 49% who exited treatment to the 9% who were still in 
treatment gave a projected overall completion rate of 33% of the 173 
treatment admissions. 

In the overall group, there were no significant reductions between 
admission and one-year follow-up in the percentage of parents with 
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Funders and Effectiveness 
It is also important to recognize that some public agencies in 
both CWS and AOD fields have not done all that they could to 
use their own authority to address the issue of the effectiveness 
of treatment. When a public child welfare agency is critical of 
the effectiveness of treatment, but has done little to document 
the actual experience of their own clients as they go in and out 
of treatment, it makes it harder to change the treatment sys­
tem. Similarly, in some consolidated agencies with responsibil­
ity for both AOD and CWS issues, when an agency is at the 
same time funding AOD treatment providers and criticizing the 
effectiveness of AOD treatment for its CWS clients, it does raise 
the question of why the providers are still funded and why 
contract oversight is not being used to leverage better out­
comes or change providers. 

children in out-of-home care. However, parents who completed or 
were still participating in treatment were significantly less likely to 
have children in foster care (16%) than parents who left treatment or 
were transferred (30%). Parents who completed or were still in treat­
ment were also significantly less likely to have children living else­
where at follow-up (20%) compared to parents who left treatment or 
were transferred (48%). 

Important distinctions were apparent, however, among parents 
who did not have children in foster care when they were admitted to 
treatment. Only 6% of parents who completed or were still active in 
treatment had children placed in foster care between admission and 
follow up. But 23% of parents who left or transferred had some chil­
dren placed in foster care at follow-up. There were too few parents who 
had children in foster care at admission to evaluate reunification rates. 

Producing these results is much less costly than jail, prison, or 
foster care costs. For example, the publicly funded reimbursement 
rates in California for the treatment continuum at PROTOTYPES 
ranges in reimbursement levels from $41.16 for a MediCal-reimbursed 
group session (in California, Medicaid is called MediCal and covers 
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drug treatment for a woman while she is pregnant and 60 days after 
the birth of her baby), to intensive outpatient care that is reimbursed 
at the rate of $72.75 per day, and on to the residential therapeutic 
community at a rate of $85 per day for a woman and her child. The 
additional costs of treatment are paid by private grants and fundraising 
activities. 

C A S E  
S T U D Y  

Prior to implementation of training in Sacramento 
County, there were 11 AOD treatment groups 
conducted by AOD counselors. After participat­
ing in the Level III training, social workers, nurses, 

and AOD counselors instituted 24 additional groups. The 
different types of groups included AOD information and edu­
cation, pretreatment groups for clients waiting for space at a 
community provider, and AOD intervention and supports. 

A total of 165 parents who were assessed for AOD problems 
were randomly selected from the CWS caseload for follow-
up. The 165 parents had 530 children; at the first assessment 
point, 247 children were living with their parent. Of the 165 
parents, 50 graduated from group treatment, 39 dropped out, 
37 were assessed with an AOD problem but never attended a 
group, and 39 were assessed as “no AOD problem” and were 
selected as a comparison. The chart on page 96 highlights 
the improvements in children’s custody status among group 
treatment graduates and the decline in the percentage of chil­
dren living with their parents among those parents assessed 
with AOD problems who did not participate in the group 
services. The percentage change is calculated between the time 
that their parents were assessed for AOD problems and at 
three-months postassessment. (One-year follow-up data are 
currently being collected.) 

Despite these findings of treatment effectiveness and cost sav­
ings, CWS workers often tell us that what they need in deal­
ing with specific families in their caseloads is help from AOD 
agencies in making earlier decisions about moving children 
to more stable homes when parents are not successful in treat­
ment, as is increasingly required in concurrent planning. This 
is an area for which the AOD field must take responsibility. 
AOD practitioners could offer much assistance to CWS in 
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Children’sLivingArrangement-Number(andPercent) 

Parents’Status At Assessment At 3-month 
Follow-up 

Percentage Change 
from Assessment to 
3-month Follow-up 

Graduated 
Dropped out 
Never attended 
No AOD 
problem 

Total 

Livingw/ 
parent 
61(25%) 
64(25%) 
51(26%) 
71(28%) 

247(100%) 

Not w/ 
parent 
91(37%) 
75(31%) 
36(15%) 
42(17%) 

244(100%) 

Livingw/ 
parent 
76(37%) 
44(21%) 
32(16%) 
53(26%) 

205(100%) 

Not w/ 
parent 
79(26%) 
104(34%) 
62(21%) 
58(19%) 

303(100%) 

Livingw/ 
parent 
+48% 
+15% 
-24% 
-7% 

--

Not w/ 
parent 
-30% 
+10% 
+33%
+12% 

--

helping to determine early signs of “readiness to change.” 
However, CWS workers must also take responsibility to un­
derstand AOD treatment and to work with AOD profession­
als in determining when AOD-abusing parents are able to 
protect and nurture their children. 

To move away from a one-shot treatment and toward a disease 
management approach, CWS will need to move beyond a one-size­
fits-all approach to AOD problems with the knowledge that one 
method and one set of rules will not work for all clients. However, 
there are commonalities among programs that have documented treat­
ment effectiveness. Key ingredients in effective drug treatment pro­
grams have been delineated by Waltman: 

• Easy accessibility,

• Treatment flexibility,

• Involvement of other family members,

• Matching treatment to salient client variables,

• Good therapists,

• Motivated clients,

• Client accountability for their sobriety,
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• Focused treatment approaches, 

•	 Follow-up of dropouts and program graduates, and 

•	 Aftercare supportive services [Waltman 1995]. 

In addition, client characteristics associated with better outcomes 
have been identified. Of particular importance are employment, 
social/family support, and having a mental health diagnosis in addi­
tion to the substance abuse. In a recent review of treatment outcomes, 
11 factors were identified as critical variables and are listed in Table 9 
[Alemi et al. 1995]. Two things are clear: (1) women involved with 
the child welfare and welfare systems in many cases will fall into the 
harder-to-serve group, and (2) these clients will therefore need more 
intensive services, and in some cases, more time to succeed in moving 
to work. For CWS clients, as discussed above, the time required may 
conflict with the timetables for termination of parental rights, TANF 
limits, or the needs of the child. 

Enhancing Effectiveness: The Special Needs 
of Women 

In working with the child welfare and general welfare populations, 
special consideration should be made for the treatment needs of 
women. Reviews of the literature on women’s treatment issues often 
mention the following critical components of women’s AOD treat­
ment programs: 

•	 Many women seeking treatment for AOD problems have 
been victims of physical and/or sexual abuse; these com­
plex issues can often be triggers for relapse and most often 
need to be addressed in gender-specific programs by women 
treatment professionals. The term “women with multiple 
vulnerabilities” refers to women who enter AOD treat­
ment with co-occurring mental health disorders, HIV risk 
and/or disease, and trauma (either family violence or sexual 
assault histories). 
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Table 9. Critical Variables Affecting Treatment 
Outcomes 
Domain Client Barriers to Success Client Strengths and Assets 
Age Under age 30 Over age 30 
Employment Unemployed with little work history Stable employment history 
Motivation Little acceptance of AOD problems Desire to recover 
Consequences Little fear of AOD-related consequences Fear of consequences reinforced
 
and sanctions (e.g., loss of job or custody of children)  bysanctions
 

Physical and social Return to a neighborhood where drugs Little contact with a “drug culture”
 
environment are readily available and with a  andfewerlifestressors (e.g.,poverty)
 

drug-using peer group
 
Legal status and peer Numerous pretreatment arrests and a Few pretreatment arrests and a
 
criminality peer group involved with criminal acts noncriminally involved peer group
 

Social Support Family members or peers who cause Family members and peer who ex-

interpersonal conflicts or fail to support ert pressure to stop substance
 
goals of recovery use and provide emotional
 

support for recovery
 
History of drug use Using a variety of drugs, frequent drug Use of aprimary substance, older
 

use, younger age at onset of addiction, onsetof addiction, a period of
 
alongercourseof addiction, and few abstinence prior to treatment
 
days of sobriety prior to entering admissions
 
treatment
 

History of treatment Numerous treatment attempts Longerlength of time in treatment
 
Dual diagnosis and Significant psychiatric problems, high Noconcurrent psychiatric disor­
psychological problems levels of anger, depression, childhood ders
 

sexual abuse
 
Chronic illness Significant chronic illnesses (e.g., Good physical health
 

arthritis, back pain, asthma,
 
emphysema, ulcers)
 

•	 The three greatest barriers to women seeking and remain­
ing in treatment are stigma, fear of losing custody of their
children, and the lack of child care for their children while
they are in treatment.

•	 Specialized services for women should include health and
nutrition, intervention for family and community violence,
intervention for children who may be affected by prenatal
drug exposure, housing needs, parenting education and
skill building, vocational training, and employment assis­
tance [DHHS 1995]. In addition, many women’s provid­
ers have added literacy training, therapeutic recreation,
and vocational skill building. A family focus in designing
and implementing these programs is critical.
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•	 Additional components that are specifically added for the 
population of parents in treatment who are involved with 
the child welfare system include shared family care and 
the use of volunteers and kinship care to support parents 
in treatment [Barth 1994]. 

AOD treatment providers have responded to these special needs 
of women and have developed programs that either deliver these 
multiple services on site or in coordination with other service providers. 

The Need for Targeted Intervention and Prevention for Children 
“in the System” 

More comprehensive assessment and targeted intervention is 
needed for all children, youth, and families who overlap the child 
welfare and juvenile justice systems. Although attention to prenatally 
exposed infants is critical and renewed efforts have focused attention 
on services for adolescents, interventions for younger children (ages 5 
to 12) of substance-abusing parents are still scarce, and these “middle 
children” are at high risk of developing their own AOD problems. 
This section reviews the needs of all three of these age groups of children. 

The needs of children of alcoholics (COAs) and children of sub­
stance abusers (COSAs) can be viewed in a developmental approach. 
It is well established that infants and young children have specific 
needs for adequate bonding and attachment with their caregivers. In 
recent years, we have gained new insights into the critical early years 
for brain development in young children. These early years for chil­
dren with substance-abusing parents become critical years for inter­
vention to assure that children receive appropriate stimulation, op­
portunities for brain development, and emotional well-being through 
bonding and attachment for infants and younger children. 

We are continuing to miss the large group of children between 
early childhood and adolescence who need AOD interventions. These 
children—neither adolescents nor in the 2 to 5 percent of CWS chil­
dren who were identified as prenatally exposed—should be a critical 
subset served by any expansion of AOD treatment services for chil­
dren. 
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Look for the Other Children in the Family 
In assessing prevalence, it is extremely important for child wel­
fare agencies to assume that AOD is a family disease and to look 
for involved siblings. Recent work by Richard Barth and Barbara 
Needell of the Child Welfare Research Center at the University 
of California at Berkeley concluded that abandoned and ne­
glected infants brought into foster care in 1995 had siblings in 
foster care in a ratio of 1.7 siblings for every infant in foster 
care. Barth and Needell conclude, “Clearly, a few parents who 
continue to generate births of children born exposed to sub­
stances have a substantial impact on the foster care caseload.” 

The childhood years also require opportunities to develop self-
concept and self-esteem that are cultivated through curiosity, initia­
tive, and independence. For COAs and COSAs, these opportunities 
are often disrupted, which interferes with normal development. These 
children need services that specifically address their families’ AOD 
problems, including group interventions with their peers and formal 
treatment. They also need supportive adults to reinforce the message 
that their parents’ AOD abuse is not their fault and is not the path 
their own life needs to take. The Children of Alcoholics Foundation 
states that support groups for school-age children help to build resil­
iency and protective factors in the following ways [Richardson & 
Weinstein 1997]: 

• Bolstering self-esteem,

• Providing support,

• Providing consistency,

• Teaching coping skills,

• Encouraging adaptive distancing,

• Providing a positive adult role model, and
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• Encouraging mutual aid.

The National Association for Children of Alcoholics has devel­
oped an excellent set of core competencies needed by health care pro­
viders in caring for children and adolescents in families affected by 
substance abuse [NACA 1997]. They suggest three levels of compe­
tencies based on the levels of responsibility that the health care pro­
vider takes for the care of children. Needed competencies range from 
awareness and communication skills in Level I, to assessment and 
care management in Level II, to medical and behavioral treatment in 
Level III.* 

For youth who become chemically dependent, a developmental 
perspective and approach to treatment is imperative. Most AOD treat­
ment programs were originally developed for adult males. Just as the 
AOD field has adapted to a growing need for treatment services that 
are responsive to the unique needs of women, the AOD field must 
also be responsive to the unique needs of adolescents. The Berkshire 
Farm Center and Services for Youth in New York has developed treat­
ment programs based on a clear delineation of the differences be­
tween adult and youth AOD treatment.** Bob Kirkman and Bill Hill 
of Berkshire Farm contributed the following section on youth-ori­
ented treatment. 

Recent advances in AOD treatment have shown that programs 
for youth must include the characteristics, maturational effects, and 
developmental processes of adolescents into their program design and 
delivery. The critical differences between youth and adults’ AOD-
related problems and treatment include the following: 

•	 Rapid progression. Adolescents often make the progres­
sion from first use to full chemical dependence within a
period of 6 to 18 months; among adults, a two- to seven-
year period is common to develop a chemical use disorder.

*	 National Association for Children of Alcoholics, Sis Wenger, Executive
Director. 11426 Rockville Pike, Suite 100, Rockville, MD 20852; 301/
468-0985.

**Berkshire Farm Center and Services for Youth. 13640 Route 33, Canaan, 
New York 12029; 518/781-4567.
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•	 Narrow repertoire of coping skills. Unlike adults, who 
often arrive at the chemically dependent stage with an ar­
ray of coping strategies developed by life experiences, ado­
lescent chemical dependence is such that the development 
of these strategies is curtailed at the stage in which they 
began using alcohol, tobacco, and other drugs. For this 
reason, treatment of adolescent chemical dependence requires 
habilitation focus and requires more comprehensive treat­
ment intervention than adult rehabilitation models. 

•	 Stronger denial system. Adolescents experience a stronger 
system of denial because, unlike adult addicts/alcoholics, 
they typically have not experienced the years of negative 
consequences related to their AOD use that adults have. 
As a result, they tend to have more difficulty connecting 
their problems to their drug use. 

•	 Stronger enabling system. There is a wider acceptance of 
drug use by the adolescent peer group and this greater 
acceptance supports and normalizes drug taking and drug-
related behavior. 

•	 Maturational delays. Adolescents experience cognitive, 
affective, and behavioral/maturational delays directly 
caused by drug use. The younger that drug use is initiated, 
the greater the delays experienced in the maturation pro­
cess. 

•	 Developmental issues. Chemical dependence impacts nega­
tively on the adolescent developmental tasks of individua­
tion, separation, and autonomy. These are necessary 
developmental processes for transitions to young adulthood. 

Given these characteristics and developmental processes, adoles­
cents tend to be less willing and able to adapt to “abstinence only” 
programs in comparison to adults. Berkshire Farms has found that 
their adolescent programs need to embrace a motivational approach 
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that reinforces the continuum from harm reduction to abstinence. Their 
program model is depicted in Table 10. 

Review: Implications of AOD Treatment 
Innovation for CWS 
Throughout this discussion of AOD treatment, the child welfare im­
plications have been evident: 

•	 The need to deal with the skepticism, lack of information,
and different time frames of the CWS worker;

•	 The importance of operating on the assumption that chil­
dren who are the focus of a CPS complaint and their sib­
lings are affected directly by their parents’ AOD abuse
and may need intervention or treatment themselves;

•	 The need to consider the developmental stages of children
from infancy through adolescence in assessing the impacts
of parental substance abuse and the need for treatment
for the children as well;

•	 The need to understand what AOD treatment can and
cannot accomplish; and

•	 The importance of balancing both realistic expectations
and solid information about different forms of AOD treat­
ment as they support women and their children in moving
toward the goal of a stable family.

Child welfare agencies do not need to be, nor should they try to 
become, experts in AOD treatment. They need to know enough about 
their own clients, however, to interact with the AOD system in more 
depth than merely handing a client a list of phone numbers of treat­
ment centers or assuming that clients with substance abuse problems 
will never be able to gain control of their lives. The AOD field has the 
burden of communicating its successes and methods more clearly with 
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Table 10. Adolescent Program Model 
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Engagement along the Continuum of Treatment
 
Motivation Phase • Development of a framework to evaluate whether
 

a problem exists in major life areas
 
• Identification of goals
 
• Identification of problems
 
• Identificationand development of strategies and
 
techniques to meet goals and to overcome
 
barriers to goal attainment
 

• Development of a Community Safety Plan
 

Stabilization Phase • Client establishes apersonal focus of treatment
 
• Development of a problem management plan
 
emphasizing:
 
1. Feeling management
 
2. Urge management strategies
 
3.Behavior and situational management strategies
 

• Development of a Community Problem
 
Management Plan
 

Early Recovery Phase • Formal relapse prevention planning
 
• Recovery-based lifestyle planning
 
• Development of a Community Recovery Plan
 

child welfare agencies with whom they share clients; the CWS field 
has the burden of listening and linking this new information into their 
efforts to preserve families and keep children safe and nurtured. 

Summary: Treatment Effectiveness and 
the CWS Client 

As noted in this section, several studies of women’s treatment pro­
grams cluster their findings around the figure of one-third of parents, 
typically mothers, who successfully complete treatment on their first 
admission to a program. Other data and lengthy discussion with sev­
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AOD Treatment Pays, Even When It Succeeds 
for Only Some Parents 

Due to the high cost of out-of-home care, if treatment succeeds 
and families are reunified for only one-third of the parents referred 
from the CWS system, the costs that are avoided far exceed the total 
costs of AOD treatment. So treatment does not need to succeed for all 
clients to produce a net positive result. 

A hypothetical scenario. One hundred women are treated at the 
highest average treatment cost ($6,800 per client in residential care 
in the NTIES study), for a total of $680,000. They average 1.5 children 
each for a total of 150 children. 

If children average seven years in out-of-home care, at a low esti­
mate of $6,000 per year, the total foster care cost is $42,000 per 
child. If 30 parents reunify with 45 children (which is a conservative 
success rate), the foster care costs avoided by those 45 are $1,890,000, 
repaying the total treatment cost for the original 100 women three 
times over. 

When the other offsets from AOD treatment and avoided out-of­
home care (e.g., reduced health care, criminal justice, and welfare 
costs) are added in, the ratio improves even more substantially, even if 
it is assumed that some public costs are still borne once the children 
are reunified.* The benefits increase further if an assumption is made 
that some portion of the parents are not successful on their first treat­
ment episode but continue with subsequent readmissions and suc­
ceed, as evidence strongly suggests. 

*	 Assumptions of Treatment Costs and Benefits for CWS Clients: (1) It is as­
sumed that parents who are referred for AOD treatment are from the more 
serious portion of the CPS caseload, with a greater likelihood of having their 
parental rights terminated. (2) It is assumed that the average episode in fos­
ter care, which is 12 months for all children, is much longer for children 
with AOD-abusing parents. An estimate of 7 years has been derived from 
experience in Los Angeles County and is used in these figures. (3) It is as­
sumed that once these children are reunified, half will require Medicaid and 
other public subsidies for 4 years at an average cost of $5,000 per child 
beyond foster care costs, or a total cost of $450,000. It is further assumed 
that the other half will require no public subsidy, saving $787,500 more in 
nonfoster care costs. Thus the net savings in nonfoster care costs is $337,500. 
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eral exemplary providers suggest that the percentage improves to one-
third of the remainder, or 22% of the total, who become successful 
completers after multiple attempts. The evidence is strong that the 
more readmissions, the more likely will be eventual successful comple­
tion. Thus, a total of slightly more than one-half of the admissions to 
a given program can be assumed to become successful completers— 
some after one episode of treatment admission, the others after mul­
tiple admissions to a program. 

Clearly, if the developmental “clock” and the new federal require­
ments for time limits in both welfare and child welfare services are 
taken into account, some of these “successful” completers will still 
have lost their rights to be primary caretakers of their children by the 
time they are successful in treatment. But it also signals clearly that 
treatment for a significant segment of parents—though definitely not 
all—has the potential to reunite many of these parents with their chil­
dren in a more stable family. That is the first and primary child wel­
fare outcome against which AOD treatment is fairly measured. 

But there is a second outcome as well: for those parents for whom 
the clock ran out before they successfully completed a program, it 
also says that these birth parents can continue as active, positive par­
ticipants in the lives of their children, even though they are not serv­
ing as primary caretakers. That outcome must be contrasted with the 
“disappearing parent” who is so common in child welfare cases, re­
sulting in serious negative effects on children in later life. The signifi­
cance of reconnecting birth parents and children is also important in 
the context of kinship care, where relatives may make the reconnection 
process easier. 

The importance of this is that it becomes a more refined position 
for advocates of closer AOD-CWS ties than claiming that all CWS 
families will benefit from AOD treatment. All CWS families with AOD 
problems should be offered treatment appropriate to their needs— 
and they should be compelled to at least enter treatment. But not all 
will complete it successfully after one or even repeated admissions. 
The realities of treatment include failure with some clients and suc­
cess with others—sometimes with clients who may have seemed hope­
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less but who persevere throughout many obstacles, supported by pro­
fessionals, peers, friends, and kin and driven by a deep desire to be 
reunited with their children. 

The real achievements of treatment should not be discounted, 
but neither should the claim be made that treatment works for most 
clients in a single treatment episode. A balanced explanation of the 
effects of treatment on families should be part of the public education 
and social marketing of treatment. The point is that treatment does 
work for a significant group of clients over time, in ways that assure 
that treatment pays off and brings genuine improvement in the lives 
of children and families. 
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5
 

Assessment:
 
Bridging Child Welfare 

and AOD Services 
Throughout this guidebook, as we have examined the experience 
gained by the model projects (especially Sacramento’s AODTI), we 
have stressed the importance of improved methods of assessing child 
safety and AOD treatment needs. This chapter discusses assessment 
and its importance to the process of developing closer links in re­
sponding to AOD-CWS problems. 

Child welfare service professionals face many difficult challenges 
in carrying out their responsibilities. Each day they make critical deci­
sions in assessing the safety of children who are at risk of maltreat­
ment and in determining when children must be placed in out-of­
home care to ensure their safety. A further function of CWS is to 
identify short- and long-term services that are needed to enhance the 
well-being of children and families. To help guide such important and 
difficult decisions, child welfare agencies have developed various 
screening and risk assessment practices and procedures. Indeed, in a 
recent series of meetings between child welfare agency professionals 
and AOD treatment administrators in California, assessment was the 
area of daily practice that received the greatest attention [Gardner & 
Young 1997]. 

The words “risk assessment” and “assessment” are used in ways 
that are sometimes confusing. CWS agencies conduct risk assessment, 
but many are also involved in broader assessments of family strengths, 
concerns, and needs of children and families that go beyond the im­
mediate risks to a child.* Risk assessment generally refers to near-
term threats to a child, while the broader conception of family assess­
ment refers to the more comprehensive, long-term needs. 

*	 An excellent new source that clarifies these distinctions in more detail, as
well as addressing the issues in this section of our paper in considerable
depth, is a new CWLA publication, Ours to Keep. Day, P., Robison, S. &
Sheikh, L. (1998).
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Discussion has intensified about how to strengthen risk assess­
ment strategies, but many policymakers and service personnel still 
lack adequate understanding of the risk to a child resulting from a 
parent’s substance use. In practice, most CWS administrators view 
substance abuse as simply one more component of risk and do not 
devote specific attention or resources to understanding its threat to 
children in proportion to the incidence of AOD problems in their 
caseloads or its co-occurrence with family violence, mental illness, 
and employment problems. 

Risk assessment protocols need to better integrate and link the 
best practices of child welfare services with those of AOD treatment 
agencies. Blending risk assessment in the child protective services sys­
tem with the screening and assessment of AOD problems is an essen­
tial step to help ensure the well-being of children and families for two 
key reasons: 

•	 Risk assessment is the core of daily practice in both the
child welfare and AOD systems. It is the process by which
critical judgments related to child safety and the need for
and progress in AOD treatment services are made.

•	 Family assessment serves as a primary leverage point for
helping strengthen families who enter the child welfare
system. The process presents workers with some of their
most important choices in determining the approach they
will take with their clients.

The Basic Premises 

Two premises inform this section, which should be made explicit: 

•	 Assessing AOD problems is integral to the process of assess­
ing risk to children and family functioning. It should not be
seen as an optional add-on—it is part of the core of the basic
process of assessing risk, as fundamental as the question of
whether the family has been reported in prior incidents or
looking for signs of physical abuse on the children.
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•	 Within the child welfare system, it is possible and neces­
sary to assess the level of AOD problems in enough depth 
to make a “good handoff”—to refer a client with a much 
better chance of getting treatment resources, because the 
referral comes with enough information about the CWS 
client to know what kind of services they need from the 
AOD system. Both AOD and CWS systems would view 
this as a major change, and not all agencies will agree with 
this premise. 

The Problem 

It is important to be clear about the shortcomings of the current screen­
ing and assessment process in CPS as it addresses AOD issues. There 
are three separable issues: 

•	 Screening for AOD problems is cursory and not standard­
ized. It usually involves a single question that the worker 
answers using subjective factors and her intuition. But 
without AOD training, a worker may find it hard to be 
objective in the case and to be able to interpret the subtle 
signs of AOD problems. When an attempt is made to use 
objective criteria, what is often used instead of a more 
thorough screening is the simple marker of a urine toxico­
logical screen, which has many limitations, including the 
lack of any indication of severity of the AOD problem, 
since it only indicates recent use of some substances that 
can be reliably detected. More detailed screening is essen­
tial; not seeing drug paraphernalia, for example, is not an 
indication that there are no pervasive alcohol problems in 
the family. 

•	 Without standardized information in the file that includes 
reports on screening for AOD use, abuse, and dependence, 
it becomes impossible to weigh the importance of AOD 
factors for a single case or across thousands of cases in a 
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regression analysis designed to revise risk assessment tools. 
Testing the models of risk, as has been proposed by sev­
eral CWS agencies, leaves out the measures of one of the 
conditions that affects risk, which is AOD problems. The 
computer adage GIGO comes to mind: “garbage in, gar­
bage out”— meaning that if it isn’t entered into the file in 
the first place, finding a correlation between AOD abuse 
and risks to children is clearly impossible. 

Here is where an important caveat is needed: As much as 
we believe that AOD screening and assessment should be 
expanded in the CPS process, we should not advocate for 
that expansion with a guarantee that it will lead directly 
to foolproof detection of dangerous abuse and neglect. We 
simply do not know enough yet about the connection be­
tween these obviously related factors to make that prom­
ise, in part because the issue has not been seen important 
enough for useful data to be collected over time. This is 
similar to the issues raised in the last section about the 
credibility of treatment itself—if we overstate the impact 
with excessive claims for effectiveness that cannot be sup­
ported, we will lose credibility. 

•	 When AOD abuse is detected, the typical referral to AOD
treatment is not based on an assessment of the severity of
the problem or the level of treatment needed to respond to
the problem. The typical referral, as discussed in Chapter
1, is a set of phone numbers of treatment centers or a call
to the AOD agency to which a CPS client is referred with­
out any detail as to the nature of the problem or the rec­
ommended level of treatment. Making an assessment of
the AOD problem is not seen as a part of the basic CWS
mission—it is the responsibility of the AOD agency and
so a phone number of the local treatment agency is seen as
enough to get the case over into that system. This often
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“You’re Making Lousy Referrals” 
In one community where CWS and AOD staff have been mak­
ing a genuine, good faith effort to work together more effec­
tively, the dialogue in the early stages of their discussions be­
came fairly heated, with AOD workers saying to their CWS coun­
terparts “You’re making lousy referrals, sending us people who 
don’t want treatment at all, with no information for us about 
their problems, and then expecting us to do something with 
them.” 

results in a backlog on the AOD side and a failure of the 
CWS client to negotiate the gap between the two systems. 

Once referral is made from CWS to AOD agency, the “layering” 
of assessment takes place, in which CPS assessment is followed by 
AOD assessment in a totally separate process. This can frustrate the 
client and the frontline worker, as repetitious questions are asked and 
answered. (In following the recommendations of this report and oth­
ers with regard to family violence and mental health, the layering prob­
lem can become even more severe, with each of these agencies requiring 
its own, completely separate process on top of all the other ones.) 

Responses to the Problem 

•	 Screening for AOD problems should be a standard ele­
ment of every CPS risk assessment and, of equal impor­
tance, should go beyond the single-question approach to 
include at least (1) a CAGE-type brief screening (described 
below) for the presence of AOD problems, and (2) a dif­
ferentiation between use, abuse, and dependence, as a 
SASSI-type diagnostic tool can do. Some agencies would 
add the key markers that in their local experience strongly 
correlate with risk, such as stimulant use and heavy alco­
hol use associated with a history of violence. 
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•	 Following this level of screening, if positive for AOD prob­
lems, the CWS worker should use the family assessment 
to determine how AOD factors are affecting the needs of 
the family across all the domains in which AOD factors 
may be at work, including health, employment history, 
legal problems, parenting styles, etc. Knowing that a par­
ent is chemically dependent should lead to the obvious 
question of how that affects the areas of life in that fam­
ily—how severe are those problems and what kind of ser­
vices are needed to address those problems? 

If the head of the household has been unemployed for a lengthy 
period, taking AOD issues seriously would obviously lead to asking 
whether AOD use contributes to the job history. Yet many family 
assessment tools would merely record the fact of the job history and 
not seek to link it to the AOD problems, if any. In effect, what is 
needed is a kind of engagement of the client around AOD issues that 
raises—perhaps for the first time for some clients—the connections 
between AOD abuse and life events. The consequences of AOD abuse 
in the client’s life may become clearer, and the basis for treatment may 
become more powerful as well. This can be seen as motivational inter­
viewing connected with AOD assessment, as discussed in Chapter 2. 

With this information, a CWS worker can negotiate the AOD 
system, knowing what kind of relapse history, needs for program, 
structure needs, or time limits in TANF are affecting this client. The 
worker is then armed with the information she needs on how to nego­
tiate the AOD system on behalf of her client. The AOD system should 
then collect information on baselines for treatment planning that is 
linked with the family plan in the CWS system, relying on informa­
tion from CWS on the severity of the problem and the full range of 
biopsychosocial issues. 

If the entire AOD assessment happens over in the AOD system, 
as proposed by some CWS agencies, the disconnect from CWS may 
make it far more difficult to ensure that the full needs of the family 
can be met, since the AOD system will not weigh those needs as heavily 
as the CWS system might. Integrating AOD-related assessment with 
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existing CWS screening and assessments ensures that parents’ first 
point of contact is with a CWS worker who is able to make an in­
formed and in-depth judgment about clients’ AOD problems, which 
leads in turn to much greater likelihood that those needs can be met 
in the AOD system, based on a better “handoff” from CWS to AOD. 

The Changing Nature of Assessment 
Initially, child protective service agencies investigated reports of child 
maltreatment with the primary intent of substantiating whether a spe­
cific incident of abuse occurred. Increasingly, states are trying to shift 
their philosophical focus from one of “investigations and policing” to 
assessing family needs and providing appropriate services [DePanfilis & 
Scannapieco 1994]. Child welfare agencies are seeking to establish a dif­
ferent kind of relationship with the families they see—one that is col­
laborative and supportive, based on the family strengths, rather than 
contentious and punitive, focused only on the family’s deficits. 

Both CWS and AOD agencies have begun to refine their screen­
ing and assessment processes to differentiate between functions within 
the systems. Child welfare agencies are looking at assessment in a 
broader framework that ties assessment practices to effective case plan­
ning and management of agency resources. Iowa’s legislation, for ex­
ample, states that while the primary purpose of an assessment is pro­
tection of the child’s safety, the secondary purpose is “to engage the 
child’s family in services to enhance family strengths and address needs” 
[Christian 1997]. 

In the AOD field, screening and assessment are also increasingly 
being viewed as distinct functions. Screening determines whether a 
client has an AOD-related problem and assessment determines which 
aspects of the client’s life are affected by AOD use, abuse, or depen­
dence. These areas of life functioning generally include patterns of 
alcohol use, characteristics of other drug use, physical problems, 
social relationships, family problems, legal problems and criminal 
behavior, psychological problems, environmental conditions including 
housing and community safety, and employment or economic support 
problems. The more physical, psychological, and social problems a per­
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son experiences, the more intensive and structured their early recovery 
experiences need to be, as described above in discussing treatment. 

CWS and AOD Assessment Processes and Tools 

Both the CWS and AOD assessment and screening processes are 
complex, with varying definitions and different tools used for differ­
ent purposes. Similarities across the two systems do exist, however, as 
shown in Table 11, with three discrete phases of the larger screening 
and assessment process. 

CWS Risk Assessment Methods 

Within the variety of risk assessment protocols is a wide range of 
assessment instruments. Some assess the immediate safety of the child, 
others help predict future maltreatment, and still others are designed 
to inform decisions about out-of-home care and family preservation. 
Models used by Illinois, California, Florida, Michigan, Missouri, New 
York, Texas, Washington, and Wisconsin are commonly cited in the 
risk assessment literature, as well as tools that address broader issues 
of family functioning and child well-being, such as the Child Well-
Being Scales, Family Risk Scales, Family Assessment Form, Children 
at Risk Field, and Child Abuse Potential Inventory. 

AOD Assessment Methods 

Similar to the CWS system, AOD agencies use a number of differ­
ent assessment methods and tools to screen and assess for AOD-re­
lated problems among juveniles, adults in the criminal justice system, 
hospitalized trauma patients, and others. The two screening tools re­
ferred to in this chapter are the CAGE questionnaire (described in 
Table 12 on page 126) and the Substance Abuse Subtle Screening In­
ventory (SASSI). Frequently used assessment tools include the Addic­
tion Severity Index (ASI), the American Society of Addiction Medi­
cine (ASAM) Patient Placement Criteria, and the Individual Assess­
ment Profile (IAP). 

Extensive research has been conducted on screening and assess­
ment instruments used in the AOD field, but no tools exist that were 
designed specifically for rating the risk of child abuse or neglect in 
terms of parental substance abuse. Most existing instruments there­



 

 

Assessment 119 

Table 11. The Phases of the Screening and 
Assessment Process 

Child Welfare System
 

• Safety Assessment—to determine the
 
degree of immediate danger of mal­
treatment to the child
 

• Risk Assessment—toassessthe likeli­
hood that child is at risk of near-term
 
abuse and/or neglect and the appropri­
ate CWS programmatic response
 

• Psychosocial Assessment/Family
 
Functioning Assessment—to evaluate
 
thelong-termrisks to the child and de­
velop and implement appropriate inter­
ventions and caseplans for the family
 
basedon their strengths and needs
 

AOD Treatment System
 

• Safety Screening—to identify if
 
there is an AOD problem and
 
whetheranindividual requires im­
mediate attention
 

• Patient Treatment Placement—to
 
determine level of client function­
ing for the appropriate level of in­
tensity and structure that is needed
 
by the individual
 

• Psychosocial Needs Assess­
ment—to determine how AOD af­
fectsareasof life functioning and
 
to develop caseplans for special­
ized care and appropriate interven­
tions
 

fore have limited use for families in the child welfare system [Olsen et 
al. 1996]. In both CWS and AOD fields, each state (or in some states, 
each county or provider) determines in its own unique way whether 
or not to adopt a particular protocol [Kern & Sheets 1996]. 

In fact, a recent survey of state public child welfare agencies by 
the Child Welfare League of America (CWLA) found that no more 
than 6% of the responding agencies use a standardized test such as 
the SASSI or Drug Use Screening Inventory (DUSI) to screen for alco­
hol and other drug use. Close to one-third (32%) said they use some 
“other” kind of tool when screening for AOD, and 11% reported 
that they used locally developed instruments [CWLA 1997]. 

One encouraging example of an instrument that assesses child 
abuse/neglect risk in AOD-abusing families was developed in Rhode 
Island. The Risk Inventory for Substance Abuse-Affected Families 
[Children’s Friend & Service 1994] was developed by the staff of Project 
Connect, a home-based program serving families with substance abuse 
problems. The Inventory consists of eight scales, each of which is 



 

120 Responding to Alcohol and Other Drug Problems 

anchored by either four or five descriptive statements that define cor­
responding levels of risk. Workers complete the inventory after con­
ducting an initial assessment of the family and collecting all relevant 
data needed for case planning. Five of the eight scales focus directly 
on substance abuse issues and are presented below; three assess how 
a parent’s self-efficacy, self-care, and quality of neighborhood may 
also affect the level of risk to the child: 

•	 Parent’s commitment to recovery. This scale assesses parents’ 
stages of recovery, their willingness to change behavior, and
their desire to live a life free from alcohol and other drugs.

•	 Patterns of substance use. This scale assesses the parent’s pat­
terns of alcohol and other drug use ranging from active use with­
out regard to consequences to significant periods of abstinence.

•	 Effect of substance use on child caring. This scale assesses
a parent’s ability to care for his/her children and meet the
child’s emotional and physical needs.

•	 Effect of substance use on lifestyle. This scale assesses a
parent’s ability to carry out his/her everyday responsibili­
ties and any consequences that may have for the family.

•	 Support for recovery: assesses parent’s social network and
how that network may support or interfere with recovery.

Challenges to Implementing a Linked CWS­
AOD Assessment Strategy 

Despite recent progress, successfully implementing risk assessment 
models has proven difficult [Kern & Sheets 1996]. Listed below are 
some of the key challenges to incorporating AOD elements in risk 
assessment models: 

•	 Difficulty in operationalizing risk to children. No stan­
dard or accepted indicator determines how or when par­
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ents’ use of alcohol or other drugs becomes an increased 
risk factor to children [Day et al. 1998]. Our review of 
many risk assessment protocols found that there is no 
universal approach to ranking the risk that parental AOD 
abuse poses to children. In interpreting risk along the AOD 
continuum of use, abuse, and dependence, signs such as 
positive toxicology screens, birth of an AOD-exposed in­
fant, or a prior child maltreatment incident involving use 
of alcohol or other drugs are at times difficult to interpret 
in relationship to child risk. Other AOD signs tend to be 
imprecise—examples of vague terms that need to be more 
clearly defined are “periodically” incapable of caring for 
the child (how often?); “reduced” ability to parent (to what 
extent?); or “discernible effect” on user or family (what 
kind of effect?). 

•	 Concerns about excessive caseloads. Many child welfare 
practitioners and administrators have expressed concern 
that improved assessments will lead to an increased de­
mand for AOD services that simply do not exist now and 
will not be funded. As a member of a multicounty group 
of AOD and CWS officials put it: “‘Don’t ask, don’t tell’ 
is a policy that protects the system from collapse.” 

•	 Competency and training of staff. Child welfare practitio­
ners are typically ill-prepared to identify and respond to 
families where substance abuse is the predominant prob­
lem. Without skills in interviewing, assessment, decision 
making, time management, and other important compe­
tency areas related to AOD-using clients, even the best 
systems will not be effective [Depanfilis 1996]. 

•	 Values and attitudes. The best risk assessment system is 
not a good system unless workers will use it; attitudes about 
the importance of risk assessment within the child welfare 
system vary widely from site to site. Some states, for ex­
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ample, assign their best staff to the assessment process on 
the grounds that the screening decision is one of the most 
important that CWS will make, while others regard screen­
ing as a clerical function [Rosenkrantz & Waldfogel 1996]. 
Previous studies have documented that child welfare work­
ers may discount the utility of risk assessment systems, 
refuse to use them, or complete the paperwork after mak­
ing case decisions [Johnson 1996]. Nor is there a solid 
consensus on the need to step up efforts to screen for AOD 
problems in the risk assessment process. Some officials view 
AOD issues as simply one of several conditions that need 
to be assessed, while others worry that policymakers may 
adopt an extreme stance that declares that AOD abuse by 
parents always equates to child abuse, when in fact some 
individuals use alcohol and other drugs without putting 
their children at demonstrable significant risk of abuse or 
neglect [Young & Gardner 1997]. 

Though risk assessment can result in a meaningful snapshot that 
describes a family’s situation and needs, it is rare that risk assessment 
findings form the basis for shared decision making across agency 
boundaries or promote increased collaboration on cases [Schene 1996]. 
Instead, what we find is that each agency involved with a family de­
mands its own separate assessment by its own workers. 

Unless AOD assessments are integrated with CWS assessments, 
multiple layers of assessments will be created for a myriad of issues 
each treated separately and assessed categorically. The result is an 
overburdened CWS system that addresses clients’ needs in a fragmented 
rather than coherent manner. With the vast majority of CWS cases 
affected by AOD, there needs to be an understanding that risk assess­
ment can and should include an AOD treatment needs assessment. 
This understanding requires a fundamental shift in prevailing CWS 
approaches, which currently work to screen out AOD problems, rather 
than acknowledging them and directly addressing them. 

This shift would demand that risk assessment lead to early, accu­
rate, and informed decisions regarding what kind of AOD services 
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would be most appropriate and effective for the whole family [Young 
& Gardner 1997]. A prime opportunity exists to join together with 
other agencies and other disciplines serving children and families to 
develop risk assessment models that are more powerful and address 
the wide range of needs of families and children in the child welfare 
system [Kern & Sheets 1996]. 

The assessment process must go the extra step to actually con­
nect clients to treatment programs, rather than simply “refer out” 
with a phone number of the nearest treatment agency. As one CWS 
official put it: “We need to cross the border between assessments and 
treatment. We act at times as if we do the SASSI and then we have 
solved the AOD issues” [Young & Gardner 1997]. Stronger ties 
through the assessment process between the CWS and AOD systems 
will help ensure that treatment is more likely to be available on de­
mand to parents with the motivation and support to succeed in treat­
ment. Better linkages between CWS and AOD agencies will enable 
clearer targeting of CWS clients for treatment and monitoring progress 
of parents, and help in making critical decisions about child safety. 

What this kind of assessment would mean is a major shift from 
the concern of CWS assessment with immediate risk to the safety of 
the child to a wider concern for the overall risk to the child’s well­
being. As Jacquelyn McCroskey and others have pointed out, this 
is—or should be—the essential difference between CPS and CWS: a 
deeper concern for family functioning that goes beyond immediate 
risk to the larger issue of how AOD problems affect the entire family. 
Without this wider concern, the immediate risk perspective will lead 
to CPS caring only about the most extreme cases of AOD abuse, rather 
than the more profound issues of how AOD abuse, family violence, 
mental health, and family income support are all affecting children 
and family functioning [McCroskey 1998]. 

Leverage Points That Promote Connection 

To link CWS and AOD assessment practices requires a deeper under­
standing of the decision points at each of the three phases for both 
systems. This will help inform which elements of AOD screening need 
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to be incorporated at any given point in the larger assessment process. 
Though assessment by itself will not integrate the two systems, there 
are several important starting points where the two systems can inter­
sect in serving clients that need both sets of services. 

Screen all families for AOD problems. Within CWS, there needs to 
be an explicit assumption that AOD abuse and dependence pose a risk 
to children’s safety and therefore should become a formal, deliberate, 
and expanded part of the CWS screening and assessment process. Some 
experts have even suggested the need for mandatory substance abuse 
screening in all cases of serious child abuse and neglect [Murphy 1991]. 

Strengthen workers’ capacity with more appropriate assessment 
tools. Workers describe families so devastated by drugs that “risk” is 
constant and impossible to assess [CWLA 1991]. This task becomes 
even more difficult given the shortcomings of traditional CWS assess­
ment tools. Furthermore, the more subtle indicators of AOD prob­
lems (such as health problems or impaired social functioning associ­
ated with dependence) are “clues easily overlooked when relying on a 
general risk assessment instrument” [Dore et al. 1995]. 

Assess for family strengths as well as problems. As CWS agencies 
step up their efforts to screen for AOD problems, they must remem­
ber to explore AOD in a broader context of family functioning. In 
particular, child welfare workers need to become more knowledge­
able and balanced in assessing AOD abuse and its relationship to other 
issues and strengths in the family [Cole et al. 1996]. Cole and her 
colleagues caution: “The most damaging consequence of a preoccu­
pation with the pathology of substance abuse is that family strengths 
are rarely identified or given the weight they deserve”  [1996]. 

Broaden the lens through which AOD problems are viewed. The 
child protection system needs to broaden its focus on AOD issues in 
at least three fundamental ways. 

•	 More attention must be focused on the significance of al­
cohol abuse—not just illicit drug use—and its effects on 
children. In addition, given the increasing body of evidence 
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on the prenatal impact of nicotine, both of these legal drugs 
should be addressed in greater depth. 

•	 More emphasis must be placed on children affected by
parental AOD abuse after birth. The attention given to
services and supports for prenatally exposed infants is well
justified, but many of the children environmentally exposed
to AOD may be at higher risk for more severe conse­
quences.

•	 The CWS system needs to accept more responsibility for
the families who clearly have AOD problems but are
screened out because they do not warrant formal investi­
gations, or the investigation has been unable to substanti­
ate the allegation. Without proper intervention, these fami­
lies are likely to return as “high-risk” cases. This is an
appropriate role for the community partnership models
described in Chapter 2.

So the task is as clear as it is difficult: combining risk assessment 
in the CWS system with screening and assessment of AOD problems 
and combining assessment of an individual’s AOD-related problems 
with measures of family functioning and risk to the children. In the 
CWS system, the threshold issue is whether to add an explicit as­
sumption that AOD abuse and dependence always poses a risk to the 
child and therefore should become a formal, deliberate, and expanded 
part of the screening and assessment process in child protective ser­
vices. If so, should levels of risk to the child be differentiated in terms 
of specific drugs, frequency of use, changes in behavior in association 
with use, or AOD use in conjunction with other high-risk situations 
(e.g., an unrelated male in a caretaker role who has a history of AOD 
problems or of violence)? We propose that the functions within CWS 
can be viewed in terms of their current assessment protocols and that 
specific AOD-related content must be added to these existing assess­
ment processes. These are summarized in Table 12. 
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Guiding Principles for Effective Assessment 

Clearly, improved risk assessment methods are needed to help child 
welfare workers make efficient and accurate decisions concerning 
AOD-involved families. Our experiences in cities across the country, 
together with a review of the relevant literature, point to a set of guid­
ing principles for child welfare agencies as they seek to develop a 
blended CWS-AOD assessment strategy that includes risk assessment, 
but goes beyond it to a wider review of the family’s overall capacity to 
deal with substance abuse and other problems. 

Guiding Principles for Developing an Integrated 
CWS-AOD Assessment Approach 

•	 Address both the problem of AOD use and child maltreat­
ment.

•	 Assess the interaction between AOD use, abuse, or depen­
dence, and child maltreatment, and what it means for risk
to the child.

•	 Establish standards for intervention that relate explicitly
to assessment(s), including appropriate level of AOD
intervention(s).

•	 Include assessment of strengths inherent in the family,
which leads to an appropriate service/treatment plan for
the family as a whole.

•	 Conduct assessments in the broader context of overall fam­
ily functioning and behavior (e.g., use and availability of
support systems and community resources, desire and ca­
pacity to parent, child’s attachment to the family, child’s
special medical/developmental needs) [Tracy & Farkas
1994]. 

•	 Develop assessment protocols that are sensitive to cultural,
ethnic-, and gender-related concerns.
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•	 View any assessment instrument as a tool to enhance—
not substitute for—professional clinical judgment.

•	 Consider family violence, mental health, and job readi­
ness assessments as part of related systems that affect CWS­
AOD outcomes

•	 Link assessments to workload and budgeting—supervisors,
managers, policymakers, budget analysts, and others
should use assessment information about the levels of cli­
ents’ needs to help manage agency resources and net in­
creases in paperwork should be avoided.
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Beyond the Boundaries 
of Child Welfare: 

Connecting with Welfare, Juvenile 
Justice, Family Violence, and 

Mental Health Systems 

As noted in the Introduction, several service systems outside the pa­
rameters of child welfare affect and are affected by AOD problems 
among children and families. Agencies in the domains of welfare re­
form, juvenile justice, family violence, and mental health are, at vari­
ous stages, participants in the identification, assessment, and preven­
tion/treatment of problems among children and families affected by 
substance abuse. CWS practitioners have also emphasized the impor­
tance of school systems, primary health agencies, law enforcement, 
and housing agencies in meeting the needs of CWS families with AOD 
problems. Child welfare officials must acknowledge that these other 
systems are essential players in addressing AOD problems faced by 
children and families. This section describes the existing overlap of 
cases among these systems, highlighting the interrelated nature of these 
problems and their solutions, which often require services from sys­
tems other than AOD and child welfare. 

The Link to TANF 

The overlap of AOD problems with welfare caseloads underscores 
the importance of addressing poverty as well as the other underlying 
factors in child welfare caseloads [Young & Gardner 1997]. A recent 
work that has masterfully woven together the three policy arenas of 
human services reform, community organizing, and community eco­
nomic development is Building Community, by Bruner and Parachini 
[1997]. Many practitioners would add a greater emphasis upon com­
munity or neighborhood development to efforts to build community 
partnerships for child welfare services, following the conclusions of a 
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massive study of community prevention programs commissioned by 
the Office of Justice programs in the U.S. Department of Justice: 

...community prevention programs address none of [the] 
causes of community composition and structure, which in 
turn influence community culture and the availability of crimi­
nogenic substances like guns and drugs [Sherman et al. 1997]. 

Predictions in some states that welfare cuts will affect CWS 
caseloads have led to efforts to look more closely at the effects of the 
1996 welfare reform legislation on children. A series of federally and 
foundation-funded efforts based in a select group of states are moni­
toring the impact of welfare changes on the children of TANF recipi­
ents, including assessments of child welfare impact [Christian 1997]. 
With the recently announced decline of welfare caseloads to below 
the level of 10,000,000 for the first time since 1970, information on 
the effects of these reductions on CWS caseloads becomes critical, 
especially those for child neglect. Judith Gueron of the Manpower 
Demonstration Research Corporation, which is conducting studies in 
Minnesota and Florida, stated in January 1998 that “about half of 
the people leaving welfare are employed, and half are not” [Pear 1998]. 
The second group is the portion in which monitoring child neglect 
would seem critically important, since neglect is already making up a 
majority of CPS cases in most states. 

A possible problem arises from the traditional separation between 
income support and child welfare programs. Though often placed 
within the same agency, the two systems have tended to seek different 
goals: the welfare system seeks the removal of parents from welfare 
and the child welfare system focuses upon children who may be en­
dangered. With different eligibility rules, and now with different ideas 
of entitlement and time limits, the two systems will only work to­
gether effectively if these barriers can be overcome in family-centered 
approaches that take a wider view of clients’ needs and strengths. 

As noted in our earlier work on TANF, it appears likely that as 
caseloads decline in number, clients with more severe barriers to em­
ployment will be encountered more frequently, requiring a wider ar­
ray of assessment and support services. 



Beyond the Boundaries of Child Welfare 133

The Juvenile Justice Connection
 

The problems of substance-abusing parents of children are not con­
fined to the domains of child welfare and welfare systems for some 
families—they extend further to impact the juvenile justice system. As 
CWLA notes: “The courts, like the child welfare system, are in cri­
sis—overwhelmed by ... increasing numbers of cases involving alco­
hol and other drug abuse” [CWLA 1992: p. 97]. Yet, there exists a 
major disconnect between the child welfare and juvenile justice systems. 

Recognizing the need for stronger linkages, participants at a re­
cent Office of Juvenile Justice and Delinquency Prevention (OJJDP) 
conference concluded that “one large system” was needed to meet 
these families’ complex needs. The conference summary captures the 
essence of the problem: 

Because abuse and dependency have root causes in dysfunc­
tional families and unfavorable environments, and because 
being abused engenders the mental and emotional turmoil 
likely to lead to delinquency, child welfare and juvenile jus­
tice professionals end up working with many of the same 
kids [OJJDP 1997]. 

Why the Juvenile Justice Connection Is Critical 

Research on the relationship between childhood maltreatment and 
subsequent adolescent problem behaviors provides clear evidence of 
the need for child welfare services and juvenile justice to work in tan­
dem. Findings from the Rochester Youth Development Study, for in­
stance, indicated that children who were abused or neglected were 
significantly more likely to engage in serious and violent delinquency. 
Forty-five percent of maltreated youth, compared to less than one-
third (32%) of nonmaltreated youth, had official records of delin­
quency. Maltreated children were also at increased risk of other inter­
related problems in adolescence including drug use, poor academic 
performance, teen pregnancy, and emotional and mental health disor­
ders [Kelley et al. 1997]. 
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In 1997, Sacramento County planned the Community Interven­
tion Project to link juvenile justice and child welfare service agencies. 
Sacramento implemented this effort in response to research conducted 
by CWLA that found the following: 

•	 Approximately 2% of the 75,000 children age 9 to 12 in
Sacramento County were known to the child welfare sys­
tem,

•	 More than one-half of those children (56%) were arrested
for juvenile offenses, and

•	 These youth were far more likely to continue committing
serious offenses, based on the early age of their first in­
volvement with the juvenile justice system [Morgan &
Gutterman 1995].

The Sacramento initiative targets these high-risk youth and their 
families in an intensive effort to prevent their continued involvement 
with the justice system. 

Early intervention with these preadolescents has become a clear 
priority for some innovative juvenile justice agencies. Yet as these chil­
dren grow older, they obviously begin to be perceived, within their 
own community and the larger society as well, as more dangerous 
than endangered. As the OJJDP study on childhood maltreatment 
noted: 

When a child victim becomes a juvenile offender, legitimate con­
cerns about protecting public safety and holding youth account­
able for their behavior can overshadow issues of continued 
trauma from childhood maltreatment ... Punitive responses ... 
may exacerbate previous emotional and developmental prob­
lems resulting from maltreatment [Kelley et al. 1997]. 

The response of the juvenile justice system to the needs of these 
children has been mixed, like that of other systems for which AOD 
issues have been treated as a side current to the mainstream of ser­
vices. Exemplary practice is visible in a few agencies and general dis­
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regard for the problems of AOD abuse in many others. As stated in a 
recent CSAT report on AOD treatment for adolescents diverted from 
the juvenile justice system: 

Although juvenile courts historically have functioned within 
a network of community social service and treatment agen­
cies, these networks’ responsiveness to AOD-abusing youth 
has at best inconsistently met the needs of courts, youth, and 
families. Many AOD abuse treatment programs were devel­
oped to serve only those adolescents and families who seek 
help [McPhail & West 1995]. 

This report goes on to recommend a strategy for diverting appro­
priate youth from the juvenile justice system to AOD treatment agen­
cies, capitalizing on three opportunities: 

•	 The access of the juvenile justice system to AOD interven­
tion and treatment when needed;

•	 The capacity of the AOD treatment agencies to use the
authority of the court to encourage compliance; and

•	 The capacity of multiple agencies working together to pro­
vide a continuum of services to specific youths, including
AOD treatment, physical health, mental health, and other
social services, based on the youth’s individual, multiple
needs for treatment and other services.

The guidelines for these diversion programs emphasize the na­
ture of AOD abuse as a family disease and thus require family in­
volvement whenever possible. Conventional definitions of family may 
not apply in all youths’ situations and at times a supportive adult, 
who may or may not be a birth parent, may be a critical factor. These 
guidelines also stress that adolescent clients may require different treat­
ment services from those of adult AOD abusers, including specialized 
education, pre-employment training, leisure activities, and mentoring. 

Finally, we cannot lose sight of the older youth who are, in effect, 
“graduates” of the child welfare system. In some cases these youth, 
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who were often abused or neglected as younger children, have be­
come involved in dysfunctional and criminal behavior as users, dis­
tributors, and sellers of drugs, and thus represent disruptive forces 
within their own families. These youth are far less likely to be re­
ported to the child protective system, and it is therefore the juvenile 
justice system that may be their last chance for any relevant AOD 
services before incarceration as an adult. Sadly, this group is also 
where the problems of substance abuse and family violence, to which 
we turn in the next section, most frequently overlap. 

Family Violence, AOD Problems, 
and Child Welfare 

The family violence problem overlaps child protective services 
caseloads in many of the same ways that AOD problems do. There 
are important differences between the two problems, but first we need 
to understand how family violence and AOD issues are similar: 

Many professionals traditionally viewed the presence of adult­
on-adult family violence as a problem that was irrelevant to 
their goal of protecting the children, and therefore did not 
ask about it during screening, investigation, or assessment. 
As a result, effective child abuse interventions were often sabo­
taged by the ongoing occurrence and escalation of domestic 
violence over time, and the children remained in danger 
[Carter 1997]. 

If the words “domestic violence” and “family violence” were re­
placed with the words “AOD problems” in this selection, this quote 
would remain just as accurate. That underscores the extent to which 
both problems affect CWS caseloads and require changes in CWS 
practice to reduce the harm to children. Both problems are under-
emphasized in the typical CWS assessment, reflecting the limited train­
ing provided to CWS staff on the nature of the problems. Both prob­
lems undermine the effectiveness of child abuse interventions. For 
example, parent education courses may ignore the two problems in 
their curricula. Family preservation programs undermine efforts to 
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address family violence and AOD problems if they screen out these 
parents (as some have acknowledged in a recent assessment of child 
abuse treatment outcomes in California) [Rosenbaum et al. 1997]. 

In addition to families in the CWS system, family violence and 
substance abuse also coexist in a significant number of other families. 
Both battered women and batterers are significantly affected by AOD 
use; several studies have found that more than 40% of homeless, lower-
income women report both physical abuse and AOD abuse [Bassuk 
et al. 1986]. In a study of domestic assault incidents in Tennessee, 
94% of the assailants and 43% of the victims had used alcohol and/ 
or other drugs in the six hours prior to the assault [Bookoff 1996]. A 
1997 Treatment Improvement Protocol issued by the Center for Sub­
stance Abuse Treatment, titled Substance Abuse Treatment and Do­
mestic Violence, included persuasive evidence that linked these two 
problems, and concluded that “failure to address domestic violence 
issues interferes with treatment effectiveness and contributes to re­
lapse” [Fazzone et al. 1991]. 

Similarities Between Responses to Family Violence 
and AOD Problems 

In response to these problems, similar proposals for reform have 
been developed by providers and advocates in both areas. These in­
clude strengthened training, revised assessment and screening proto­
cols, access to experts in the specific fields of family violence and 
AOD, collaborative links to other agencies addressing problems of 
families in the CWS system, stronger links to community-based orga­
nizations and informal supports, and changes in court procedures and 
legal requirements. A review of Table 2 on models of linking CWS 
and AOD activities (on page 28) shows the similarities in approaches 
with the linkages being forged with family violence practitioners. 

As is the case for AOD problems, the issue of assessment has 
special significance in addressing family violence, since routine as­
sessment practices do not seek information on family violence in suf­
ficient depth to ensure that this condition is tracked over time to 
determine its impact on the family. Several articles on family violence 
and its impact on families have recommended more thorough assess­
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ment practices, but without taking into account the “layering” effect 
discussed previously, in which each problem is the focus of another, 
entirely separate assessment. This problem of layered assessments also 
complicates making separate AOD assessments on top of current risk 
assessment procedures. An issue of added importance in assessing fam­
ily violence problems is the need to conduct separate interviews with 
the victims of family violence, apart from the perpetrators of violence 
and their children. 

Training is also an area of reform addressed by advocates for 
more attention to both AOD and family violence, with the models for 
AOD-CWS training described above as prime examples. Within the 
family violence field, training curricula have been developed by the 
Family Violence Prevention Fund and the University of Iowa for use 
in training CWS staff, as well as other human service intake workers, 
in several states and communities.* 

In both areas, community norms are an important factor. On the 
one hand, there is still acceptance of family violence and substance 
abuse as “normal” behavior that is often viewed by law enforcement 
staff as a private matter within the family. However, the community 
can also serve as an important source of pressure on parents whose 
behavior endangers their children, as well as a source of support for 
parents who want help. Reforms aimed at law enforcement personnel 
and court staff have been undertaken as a means of improving the 
responses of both sets of critical agencies. 

Specific language in the welfare reform legislation refers to fam­
ily violence, and with the substantial overlap between AOD use and 
family violence, policy makers should carefully review the extent to 
which these two problems affect an overlapping group of both TANF 
and CWS clients. 

Differences Between Responses to Family Violence and AOD 
Problems 

In family violence situations, there are usually a clear perpetrator 
and a clear victim, as opposed to AOD problems in the CWS system, 

* The Family V iolence Prevention Fund, Esta Soler , Executive Director . 383 
Rhode Island Street, Suite 304, San Francisco, CA 94103; 415/252-8900. 
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where the parents are abusing alcohol and/or other drugs or are chemi­
cally dependent in a way that affects their parenting. This difference 
in perspective regarding the target of intervention leads to a different 
focus for treatment and prevention. In the family violence situation, 
the batterer is the focus of treatment efforts and the victim is the focus 
for supportive services and advocacy. In the CWS system, the effects 
on children are the focus, but in the AOD system, the focus is on the 
AOD user. 

Abuse is the typical problem for family violence victims in the 
CWS system, while neglect is a much more common problem for fami­
lies affected by AOD (although some studies have found that alcohol 
abuse is correlated with physical abuse and illicit drug use is corre­
lated with neglect) [Wilson 1996]. 

Sanctions are viewed differently in the two systems, with family 
violence agencies seeking heavier sanctions against perpetrators and 
AOD systems using sanctions to reinforce the behavior sought in im­
proved parenting. Family violence personnel typically favor 
noncoercive intervention for victims and sanctions applied to perpe­
trators, with some important exceptions when children are endan­
gered. AOD systems use both coercive and noncoercive treatment, 
since research shows little difference in the ultimate outcomes. 

Working with Family Violence Prevention and 
Treatment Agencies 

Unfortunately, these differences and the traditional tendency of 
the human service systems to take a categorical approach to all prob­
lems have meant that the majority of literature and training materials 
addressing AOD or family violence has almost completely ignored 
the other issue. As a 1994 review of child abuse and substance abuse 
stated: 

Experts have been identified in chemical dependency, child 
abuse, and violence, but cross-fertilization in these highly 
correlated fields seldom occurs [Blau et al. 1994]. 

There are important recent exceptions, however. Discussions spon­
sored by the Clark Foundation, both under the auspices of its Com­
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munity Partnerships initiative and in an earlier Executive Session on 
the future of the CWS system convened by the John F. Kennedy School 
of Government at Harvard University from 1994 to 1997, have be­
gun to frame the issues of the overlap more explicitly. Materials de­
veloped by Susan Schechter of the University of Iowa have proposed 
treatment programs that address both family violence and AOD prob­
lems of batterers [Schechter 1997]. But much remains to be done in 
this area. 

Important organizational issues are also raised by the attempt to 
create new units that address family violence and AOD problems in 
the CWS system. Establishing a unit specifically to deal with family 
violence issues is an appropriate recommendation, although estab­
lishing a similar unit for AOD issues—and for child sexual abuse, 
mental health, and TANF liaison—is also appropriate. But a signifi­
cant problem with forming a new unit is that it sometimes enables an 
organization to isolate an innovation and keep it away from the main­
stream of the organization. The larger challenge may be infusing the 
concepts of sensitivity to both family violence and AOD problems 
throughout the organization. Recently, San Diego County, Califor­
nia, reorganized its health and human services agency to include an 
AOD focus in each of the new operating units, rather than in a sepa­
rate, more isolated AOD unit. Massachusetts has used a separate unit 
to pilot interdisciplinary teams that include family violence expertise 
as well as other disciplines relevant to CWS. Service providers may 
not always welcome the infusion approach, as opposed to having their 
own identifiable unit. But at the very least, the trade-off between a 
new entity and the infusion approach should be addressed explicitly. 

Finally, it is critical that efforts to improve the child welfare 
system’s handling of both AOD problems and family violence devote 
adequate attention to documenting that such efforts will succeed in 
improving outcomes for children and families. As Aron and Olson note, 

It may be worthwhile to develop methods to justify these re­
sources, such as documenting the number of families in need, 
tracking these families over time, and observing if they are 
more likely to reenter the child welfare system or use more 
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expensive services because of unaddressed domestic violence 
concerns [Aron & Olson 1997]. 

The same questions apply to AOD-targeted reforms, in which 
changes in clients, workers, and systems should all be the focus of 
serious evaluation designed to make the case for such reforms based 
on results, not just good intentions. These discussions about outcomes 
will get to the heart of some of the important philosophical differ­
ences in perspectives, including the issue of whether removal of chil­
dren (and parents) from the home is an indicator of success or failure. 
In a serious discussion of outcomes across the boundaries of the fields 
of AOD, CWS, and family violence, the measures of success must be 
defined in ways that are clear to all three groups, while allowing flex­
ibility for different perspectives on the needs of children and families 
(see Table 13). 

The Link to Mental Health 
Parents with substance abuse problems frequently have a variety of 
health and mental health complications. The increasingly common 
label “behavioral health” is usually intended to include mental health 
and substance abuse problems in the same broad category, suggesting 
the close connections between the two sets of conditions. In the total 
population, diagnosable mental health and substance abuse disorders 
are projected to affect 28% of the population; 22% of the population 
has a mental disorder, with anxiety (12.6%) and depression and other 
affective disorders (9.5%) the major categories. Substance abuse dis­
orders are found in 9.5% of the population; thus, about 3.5% of the 
population has both mental health and substance abuse disorders 
[Goodwin et al. 1997]. A particular disorder among substance-
abusing women with children who are victims of family violence is 
posttraumatic stress disorder, as documented by a wide array of stud­
ies and the experience of women’s centers [Dansky et al. 1997]. 

These findings are a powerful reinforcement of the premise of 
this guidebook that the lines between these often-overlapping condi­
tions, however categorically they may be defined at entry to the sepa­



 

 

142 Responding to Alcohol and Other Drug Problems 

Table 13. Similarities and Differences in Approaches 
to Family Violence and AOD Problems 

Family Violence AOD 

Values Public attitudes tend to polarize 
Gender bias affects values 
Victim and perpetrator seendiffer­
ently 
Perpetrator’s personal responsibil­
ity is central to better outcomes 
Childrenseenasvictimized 

Public attitudes tend to polarize 
AOD stigma affects values 
Addictseenasfocus of treatment 
Addict’s motivation is critical factor 
in better outcomes 
Children rarely the focus of treat­
ment (except in perinatal programs) 

Screening 3-5 threshold questions widely ac- Screening instruments widely ac-

Brief questions to cepted cepted in AOD, but mostoften used 

trigger in-depth in CWS are biological markers (test­

assessment ing) 

Assessment Five questions form coreofassess­
ment process 
Assessment needs to continue 
throughout contact with case; risk 
continues 

Moves beyond AOD use to function­
ing in key life areas: health, crime, 
employment, psychological status, 
social/family relationships 

Perspectiveson Wide skepticism about treatment Growing reliance on treatment if 

Treatment outcomes among perpetrators 
Victim is not “treated,”but provided 
advocacy/services 
Family needs protection from perpe­
trator 

well matched to client 
Addict is focus of treatment 
Treatment outcomes arebetter with 
family support, employment, and 
persons without mental illness 

Training Curriculum exists for inservice training Curriculum exists for inservice training 

Outcomes Not widely used toassessservices 
effectiveness yet 

Growing use, especially in treat­
ment outcomes in managed care 
settings 

Budgets Focus is upon categorical funding Moving from categorical AOD-only 
funding to some wraparound and 
othersources 

Advocacy 
Strategies 

Close ties among national organiza­
tions 

Rivalries sometimes exist among dif­
ferent modalities and constituencies 

Links to CPS Increasing linkages 
Mother sometimes seen as cause of 
“failure to protect”children at risk 

Increasing linkages but CPS is primary 
actor to make linkage at this point 
Mother who has AOD problem is a 
risk factor and mustsatisfycourt 
and fulfill service plan 
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rate systems, are far less distinct than current practice suggests. For 
those women who are multiply affected by poverty, mental illness, 
family violence, and AOD abuse, their own lives are often ample evi­
dence that separate systems cannot deal with interpellated problems; 
when the focus shifts to the lives of their children, who have often 
witnessed the violence and other disruptive episodes that accompany 
these conditions, the impact can be even greater in long-term effects. 

There have been several recent assessments of the connections 
between AOD problems and mental health, including a review of be­
havioral health and other barriers to welfare-to-work transitions pro­
duced by Olson and Pavetti at the Urban Institute in 1996; a Treat­
ment Improvement Protocol issued by the Center for Substance Abuse 
Treatment, titled Assessment and Treatment of Patients with Coexist­
ing Mental Illness and Alcohol and Other Drug Abuse; and the Cali­
fornia-specific guidebook The Impact of Behavioral Health on Em­
ployability of Public Assistance Recipients, issued by the California 
Institute for Mental Health [Pavetti et al. 1996]. While none of these 
places a spotlight on child welfare issues, their focus on the TANF 
population enables some generalizations about the CWS population 
as well. 

Again, assessment issues are important in developing responses 
to mental health problems within the child welfare and AOD-abusing 
population. The standard instruments used for initial screening for 
mental heath problems are unique to the mental health field, as are 
those in substance abuse, CPS risk assessment, and family violence. 
So some parents in the TANF system may be screened five separate 
times for job readiness, parenting skills, mental health, substance abuse, 
and family violence. 

As one means of responding to this problem, the CSAT protocol 
recommends use of simple screening techniques to detect the presence 
of psychiatric disorders, including both a CAGE-type tool for AOD 
problems and a brief mental status exam for mental disorders. The 
protocol recommends that “all frontline AOD and mental health staff 
receive detailed training in the use of a mental status exam and AOD 
screening tests” [Ries 1994]. 
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Other issues raised by the connection between mental health, sub­
stance abuse, and child welfare are the extent to which Medicaid funds 
reimburse states and localities for mental health treatment, the avail­
ability of needed medications for parents with diagnosed disorders, 
the mix of different skills and training needed in treating substance-
abusing and mentally ill clients, and the optimum organizational 
configuration of a set of services and supports that respond to the 
problems of clients with these overlapping conditions. 

With regard to the last issue, several sources note that mental 
health and AOD treatment are often combined in state agencies, ei­
ther in a single behavioral health unit as part of a health department 
or in a single “superagency” that includes mental health and AOD 
treatment issues (and sometimes even child welfare) under an over­
head agency. One recommendation that emerges from this configura­
tion is for common identifiers in data collection across AOD abuse 
and mental health treatment. This would obviously enable data match­
ing of those clients with dual disorders with far greater accuracy than 
is usually possible in separate agencies with separate data bases. 

Confidentiality Issues in Working 
with Other Systems 

As CWS and AOD agencies reach out to work with agencies and 
providers in other systems, the issue of client confidentiality becomes 
a concern. Though both CWS and AOD agencies must adhere to con­
fidentiality laws, regulations governing the disclosure of AOD treat­
ment information are much more restrictive. Federal law (42 U.S.C. § 
290dd-2) and its accompanying regulations (42 CFR Part 2) require 
federally assisted alcohol or drug programs to strictly maintain the 
confidentiality of client records. Furthermore, many states have their 
own confidentiality laws and regulations that also must be followed 
[Lopez 1994]. An excellent source in dealing with these issues is the 
publication Glass Walls, issued by the Youth Law Center in San Fran­
cisco [Soler et al. 1993]. 
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No one disputes that these privacy laws are important to encour­
age people to seek treatment and protect the release of information 
that may be adversely used in their professional and personal lives. 
Yet, such laws and regulations also compound the distrust and lack of 
communication among the many professionals working with 
substance-abusing parents and their children. Despite 1986 federal 
regulatory changes intended to enable substance abuse programs to 
generate state-mandated child abuse reports, a treatment agency must 
still protect patient records from subsequent disclosures and not per­
mit them to be used in child abuse proceedings against the patient— 
unless the patient consents or a court order is issued. 

Under specific conditions, sharing of client treatment informa­
tion is acceptable—for instance, if information is needed within a pro­
gram to provide substance abuse services to the patient, or if a patient 
authorizes disclosure by signing a valid consent form. Increasingly, 
child welfare service agencies that are working as part of interagency 
collaboratives or case management teams are turning to the use of 
informed consent forms with their clients. Some providers work out 
informal agreements that operate as trust builds across agency lines. 
It should also be noted that sometimes what an agency needs most 
from another agency are not specific names of clients, but overall 
totals for purposes of data matching to assess the extent of overlap­
ping—which does not violate anyone’s confidentiality. In short, fa­
miliarity with confidentiality laws and regulations is essential to any 
agency working with families requiring substance abuse treatment 
and prevention. 
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Building the Future:
 
Recommendations
 

Some of the lessons gleaned from the model projects and from recent 
innovations are about the external policy environment of CWS-AOD 
linkages, such as the importance of community values and norms, the 
powerful impact of crisis and the media response to crisis, and the 
wide range of other initiatives going on outside the child welfare sys­
tem that can influence it, such as welfare reform and community 
development efforts. But some of the lessons pertain to internal, agency-
specific issues that bear upon implementation of practices; these in­
clude the importance of the conduct of leaders, the development and 
provision of training, and the prime issue of assessment across and 
within systems. 

Some of the recommendations made in this chapter focus on policy 
changes, such as the budgeting shifts needed to blend funds from both 
CWS and AOD systems. Other suggestions involve changes at the 
practice level, such as the nature of the actual forms to be used in 
assessment and the training needed to ensure a connection between 
new practice and the attitudes and competencies of existing staff. In 
Table 14, we set out recommendations according to the correspond­
ing element of our policy framework and the related observations. 

The First Steps: A Recommended 
Action Agenda 

With these summary lessons in mind, using the six-part policy frame­
work makes it possible to develop a set of action steps that should 
guide child welfare agencies as they move toward broader CWS-AOD 
links. Ten steps can be outlined that are critical: 

•	 Make a comprehensive statement of values and principles
that goes beyond “motherhood and apple pie” generali­
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ties and that reflects careful consideration of important 
values issues, such as the following: 

-	 The state/county/city policy on harm reduction; 
- The community policy on working toward treatment 

on demand for all parents who are seeking help and 
complying with treatment requirements; and 

- The community response to the debate about responses 
to pregnant mothers with AOD problems, ranging from 
punitive prosecution to encouraging these women to 
enter treatment without fear of legal action as long as 
they comply with treatment requirements. 

•	 Develop a public education plan which explains the inno­
vations that will bridge CWS-AOD agencies and which
provides substantiation for the actual need for these ser­
vices—cite data on the parents seeking help and children
who will be affected.

•	 Consider use of the Collaborative Values Inventory (see
Appendix A) with key stakeholder groups as a means of
assessing consensus and disagreements on values and com­
munity norms.

•	 Review and upgrade local data on the problem as needed.
This requires the following:

- Estimating the prevalence of AOD problems among
the different categories of families in the CWS system, 
as well as the prevalence of TANF and CWS families 
among current AOD client caseloads, using data 
matching, case reviews, sampling, and other tools; 

- Documenting the resources—both staff and contract 
services—devoted to providing AOD services to CWS 
parents; 

-	 Reviewing and upgrading the outcomes and indica­
tors used to monitor the effectiveness of AOD treat­
ment for CWS parents; and 
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- Developing a local “scorecard” of overall CWS-AOD 
conditions that could be monitored annually for 
community-wide signs of progress in addressing the 
overlapping populations. 

•	 Review current assessment tools for their AOD content
and the “layering” effect of different tools to develop
blended approaches, with screening done by CWS staff
and detailed, follow-on assessment done by AOD staff.

•	 Design organizational innovation and new staffing pat­
terns based on detailed analysis of the pros and cons of
each model as they relate to the specific community in­
volved and the need to work effectively with other
collaboratives and parallel initiatives.

•	 Develop a multiyear funding and staffing plan across agen­
cies that reflects the prevalence (based on data from pre­
ceding steps) of AOD problems in caseloads for CWS,
TANF, family violence agencies, juvenile justice systems,
and mental health agencies. This plan should include the
total allocations of AOD slots, if any, for each of these
five overlapping population groups.

•	 Use results-based accountability principles to evaluate and
fund provider agencies; accordingly, modify contracts to
reflect results-based accountability, allowing for a gradual
transition period to enable agencies to move toward
results-based accountability with training and support as
they do so.

•	 Review outcomes as they affect the capacity to redirect
resources, in which the key question is: What outcomes
would convince policymakers to expand pilot programs?
Keep issues of scale visible and explicit by asking what
percentage of community needs would be addressed by a
proposed project.
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•	 Develop a multiyear staff development plan. All Title IV-E
funded training should be reviewed in depth to determine
whether adequate AOD content is included in training
provided during orientation of new employees, as well as
“booster shot” training on an inservice basis and whether
the training is likely to achieve new competencies sought.
Court and law enforcement staff should be included in
such training, as well as supervisors and departmental se­
nior managers from both agencies.

Further Reflections on Training Models 

If assessment is the key element that helps agencies respond more 
effectively to clients across the CWS and AOD systems, training is the 
ingredient that ensures that workers in both systems have the knowl­
edge, skills, and attitudes needed to play such a role. But training is 
too often treated as a single injection, rather than an ongoing process 
that may require an occasional “booster shot.” 

It is critical to involve both line staff and their supervisors in train­
ing. As the Sacramento AODTI project team observes: 

The staff realized late in the process that an informational 
seminar should have been offered for mid-managers and su­
pervisors first. They felt that the project was imposed on them. 
Although a management seminar was subsequently provided, 
some residual impact continues to affect change efforts. Sig­
nificant time must be spent nurturing “buy-in” among super­
visors and managers before attempting a system shift with 
line staff [Klopp 1997]. 

A sustained dialogue among county-level CWS and AOD offi­
cials in California produced a set of training agendas in which both 
“sides” specified what they thought the other needed to know, which 
are described in Table 15. 

Again, training by itself rarely changes practice. But training as 
part of the bridge across systems can help agencies become clearer 
about what they are missing and where they can get it. 
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Table 15. Proposed Training Agendas 

Training Content for CWS Staff Training Content for AOD Staff 

AOD issues: use, abuse, and dependence How the child welfare system works 

How to identify and intervene with AOD Trends in local CWS and out-of-home care 
dependence 

Treatment modalities and effectiveness— Localresourcesin the child welfare sys-
what providers do and their capacity tem: parenting education, shelters, foster 
What local resourcesexist and how they homes 
differ 

AODasafamily disease; the dynamics of AODasafamily disease; the dynamics of 
AOD-abusing families; impact on AOD-abusing families; impact on 
parenting parenting 

Confidentiality laws Confidentiality laws 

Matching level of functioning to levels of Resources available for family-oriented 
care interventions and family support/aftercare 

The special needs of womenand fathers/ Developmental impact of AOD use—both 
significant others prenatal and environmental—onchildren 

The language used in AOD and other sys- The language used in child welfare and 
tems other systems 

The“four clocks”—different timetables in The“four clocks”—different timetables in 
the other systems the other systems 

Working with Other Systems: A Review of 
Recommendations 
As discussed in Chapter 6, strengthening CWS-AOD connections is 
not enough, given the extent to which these clients need other services 
provided by agencies beyond either child welfare or AOD systems. 
The most important of these connections are with the TANF system, 
the juvenile justice system, the agencies that address family violence, 
and the mental health system. 
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In working with the TANF population, the two priorities for ac­
tion must be (1) to document the overlap between the two popula­
tions and (2) to seek an allocation of the maximum amount of TANF 
funding for the CWS/TANF population that now overlaps—or that 
might overlap in the future. While negotiating these allocations and 
referral relationships, CWS and TANF units must also work with other 
agencies in defining the outcomes that will be used to evaluate the 
effectiveness of welfare reform, especially its projected impact on child 
abuse and neglect. 

For the juvenile justice population, several recent assessments have 
set out the arguments about “what works.” Two critical recommenda­
tions emerge: (1) increase the focus on services for children, especially 
for the middle group of 5- to 12-year-olds; and (2) develop family-
focused interventions targeting younger children once they are identified 
as being at risk as a result of their first contacts with the juvenile justice 
system and following their identification in the child welfare system. 

With respect to family violence, the materials presented in Chap­
ter 6 describe the necessary kinds of assessment, training, and AOD-
specific services. The similarities and differences between the two sys­
tems as they affect daily practice need to be reviewed in staff training. 
Again assessment is critical, since separate AOD and family violence 
assessments are likely to lead to clients and workers both reacting 
negatively to the duplication and time costs resulting from “layered 
assessment.” 

In the mental health system, what is needed is, again, document­
ing the local overlaps in caseloads. Then, CWS workers must cooper­
ate with mental health agencies to ensure that AOD treatment and 
mental health services are provided in a complementary way by thera­
pists and counselors familiar with clients with dual diagnoses. Diffi­
cult issues of funding streams, time in treatment, and the overlap with 
TANF clients all challenge CWS and AOD agencies as they try to 
build their own bridges to each other, while addressing the very real 
problems of those clients they share who also have serious mental 
health problems. The priority recommendation for a CWS-AOD-based 
effort to respond to mental health problems is to document both cli­
ent needs and available resources in the community. 
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C A S E  
S T U D Y  

Sacramento County Update. The AODTI remains 
a vital initiative that is still much more than a 
training initiative and that addresses several other 
facets of the CWS-AOD connection. In recent 

months (as of March 1998) the Sacramento project has moved 
into a more neighborhood-specific approach, working with 
two neighborhood service centers where there is a 
multidisciplinary team and active concern for the AOD 
agenda. In addition, the commitment to the training portion 
of the AODTI remains so strong that virtually all of the more 
than 170 new hires in the Department of Health and Human 
Services have gone through Level I training. A new 
“gatekeeper” role has been established in the Bureau of Al­
cohol and Drug Programs for the purpose of maintaining a 
current inventory on all treatment capacity throughout the 
AOD system, which enables all human service workers to 
contact one staff person responsible for providing accurate 
information about community providers and available slots. 
The gatekeeper will also reinforce priority slots for CWS cli­
ents. The implementation of welfare reform in the county 
has adopted several of the key features of the AODTI. Fi­
nally, the county has been selected as one of six counties in 
the state in which new risk assessment tools will be devel­
oped, although the degree of emphasis upon AOD issues 
within those instruments is yet to be determined. 

Expanded Funding Versus Improved Systems: 
Different Kinds of Capacity 

It is obvious that for some of the changes proposed in this document, 
more funding will be needed to increase the number of persons who 
can be treated and to reduce caseloads to a level where these innova­
tions can be effective. With more than 50,000 specifically identifiable 
persons in state waiting lists at present, and an estimated 1 million 
more in need of treatment, compared with the 1.8 million total slots 
in current publicly funded treatment programs, there remains a fun­
damental resources question [NASADAD 1997]. 

Yet expansion of funding for the current fragmented, 
nonaccountable system, as desperately as these services may be needed, 
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will be less effective than working at the same time to improve the 
capacity of both CWS and AOD systems to utilize new funding in a 
newly connected system. As stated in Chapter 4, we believe that im­
proved assessment is a primary prerequisite for system change, with­
out which more funding for today’s systems will simply create larger, 
but still disconnected systems. It is the balance between the system 
changes and the resource changes that is crucial; we should neither 
overwhelm today’s fragmented systems with new resources nor try to 
improve capacity in a vacuum while ignoring how much new treat­
ment resources are needed. 

As important as they are, greatly improved assessment procedures 
and staff who are well-trained in their use and motivated to use them 
cannot compensate for insufficient capacity and inadequate resources. 
Assessment is not treatment. With waiting lists as lengthy as they are 
today—especially for the family-oriented programs needed for the cli­
ents who overlap the CWS-AOD systems—the resources agenda and 
the capacity-strengthening agenda must go hand in hand. 

“Capacity,” therefore, means two different things. Expanded ca­
pacity needed for implementation of TANF, for example, means that 
in some states millions of dollars of new funding for support services, 
including some funds set aside by state policy for AOD treatment, is 
now moving toward treatment providers whose ability to serve TANF 
clients has not yet changed and whose beds and treatment slots may 
not be readily expandable. That is the first kind of capacity: the sheer 
ability to provide services to more people. 

But the second kind of capacity is what this report is about—the 
ability to work across the CWS and AOD systems (as well as the 
TANF, juvenile justice, family violence, and mental health systems). 
We strongly assert that those agencies that are making efforts to be­
come more family-focused, community-based, and accountable for 
results are those whose treatment slots should be increased first— 
because they are working on both kinds of capacity improvements. 

Once these critical prerequisites are in place, the funding itself 
must be as broad as the strategies that seek to combine CWS and 
AOD practice. Funding must be multiagency and multiyear in nature, 
rather than relying upon a single line item to support CWS-AOD links. 
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To support these needs with a new categorical line item, in fact, would 
be a major step backward, since it would divert efforts to blend exist­
ing funding toward another round of grant chasing and RFPs for much 
smaller amounts of money. 

Sources that should be included in a serious multiyear, multisource 
funding strategy are listed below: 

•	 Medicaid;

•	 The new Child Health Improvement Program legislation;

•	 Title IV child welfare funds (under federal waivers as ap­
propriate) ;

•	 TANF support services—both those funded directly to
states and those funded through Private Industry Coun­
cils and Family Preservation and Support funds;

•	 State-channeled formula and project grants under the Sub­
stance Abuse Prevention and Treatment Block Grant;

•	 Discretionary funding under both the Center for Substance
Abuse Prevention (CSAP) and CSAT, where community-
wide collaboratives are seriously engaged in strengthen­
ing CWS-AOD linkages;

•	 Safe and Drug Free schools; and

•	 Appropriate state line-item funding available for specific
target groups or program modalities, such as adolescent
treatment or home visiting linked to AOD services.

Action Needed at the Federal Level 
For the most part, this report has focused on action at the community 
level, with some state policy changes specified. But the previous sec­
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tion makes clear that the federal government remains a critical player 
in several areas: 

•	 Federal budget policy in the area of welfare reform, the
implementation of the new Adoption and Safe Families
Act governing child welfare, the use of new Title XXI funds
in the Child Health Insurance Program, and the future of
the Substance Abuse Prevention and Treatment Block
Grant all make up part of the financing landscape for CWS­
AOD connections, determining the feasibility of blended
funding and several of the other recommendations in this
report. This includes the authority given to DHHS to grant
up to 10 state waivers for child welfare demonstration
projects.

•	 The terms of federal funding, especially funding condi­
tions that require or encourage outcome data as part of
reporting or evaluation, can provide major incentives for
an accelerated move toward results-based accountability
and capacity building among both CWS and AOD agen­
cies.

•	 Federal research and demonstration programs, notably the
currently expiring perinatal grants for treatment programs
for pregnant and parenting mothers, have supported sev­
eral of the models discussed in this report. These programs
include some of the best models of CWS-AOD practice,
and they should receive federal technical assistance in
blended funding that combines CWS, AOD, and other
relevant funding streams.

•	 Federal data collection activities through the several data
sets maintained by the various agencies that address child
welfare and AOD treatment issues determine a great deal
of the available national data and whether they cover chil­
dren and families in the AOD system or AOD issues in the
CWS agencies.
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The enactment of the Adoption and Safe Families Act in 1997 
affords a unique opportunity to the federal agencies that affect the 
problems of CWS-AOD linkages. Section 405 of that Act requires the 
Secretary of Health and Human Services to work with both the Sub­
stance Abuse and Mental Health Services Administration and the 
Administration for Children and Families in preparing, in the words 
of the legislation: 

... a report which describes the extent and scope of the prob­
lem of substance abuse in the child welfare population, the 
types of services provided to such population, and the out­
comes resulting from the provision of such services to such 
population. That report shall include recommendations for 
any legislation that may be needed to improve coordination 
in providing such services to such population. 

This reporting requirement is an opportunity for federal agencies 
and their interested partners to frame all these issues at a higher level 
of visibility and to set forth a federal agenda that is proactive and 
built on the best practices at state and community levels. The federal 
agencies could themselves model CWS-AOD linkages in developing 
and disseminating to selected states and communities the authority to 
blend several types of federal resources. Such funding, which some 
have called “bottom-up block grants,” would enable states or com­
munities to blend portions of categorical funding, as long as those 
funds are aimed at the purposes of the ASFA legislation and use out­
come measures to assess annual progress. (A separate section of the 
legislation, Section 203(a), calls for further federal attention to CWS 
outcome measures.) In its work with several states and communities 
over the past four years, the National Performance Review (NPR) 
initiative has made efforts at repackaging federal grants and technical 
assistance. Linking the NPR with the new legislation would raise the 
priority given to the CWS-AOD agenda within DHHS and other fed­
eral departments. 

A special mention should also be made of the capacity and re­
sponsibility of the federal government to improve data collection. The 
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Office of National Drug Control Policy, SAMHSA, and the National 
Institute on Drug Abuse have begun to address some of the weak­
nesses in current federal surveys and other data collection efforts that 
hinder accurate estimation of the prevalence of CWS-AOD problems. 
This is an opportunity to ensure that a particular focus on children is 
included in each of the surveillance and outcome monitoring systems 
maintained by the federal and state governments. We recommend wider 
collection within AOD information systems of data on the children of 
substance-abusing parents. 

Conclusion 

As stated previously, an obvious paradox in child welfare services is 
that working with service systems beyond the traditional parameters 
of child welfare has become the only hope for success in achieving the 
goals of the child welfare system. That paradox—that success for many 
of the children and families in the child welfare system can only come 
from working with services and supports from outside CWS—is at 
the heart of our recommendations for continuing the efforts to 
strengthen the links between CWS and AOD services. The success of 
those efforts will affect millions of families and their children, and the 
potential savings in resources will more than repay the investment 
needed. 

But recognizing the importance of external players does not re­
duce the accountability of the child welfare system for its own ac­
tions. Nor does it reduce in any way the demands of leadership that 
the child welfare system itself must provide in rallying external re­
sources. Seven years ago, the CWLA Commission on Chemical De­
pendency and Child Welfare concluded its report, Children at the Front, 
with this call to action: 

Child welfare and other health and human service agencies 
must become actively involved in our nation’s efforts to 
prevent alcohol and drug problems and to better address prob­
lems when prevention efforts fail....The Commission chal­
lenges the policies and practices of current national and state 
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efforts and the policies and practices of many child and fam­
ily agencies [CWLA 1992]. 

We must remain true to that challenge and work on both practice 
and policy in the child welfare system, as the 1992 report proposed. 
We must keep in view the lessons drawn from the best projects de­
scribed in this report and the knowledge of the terrible losses we will 
suffer if another generation of children affected by alcohol and other 
drugs is left without the help they need. This is not optional work to 
be done after the basic operational tasks of child welfare agencies are 
finished; it is the basic mission of the child welfare system as it re­
sponds to the needs of millions of children and their parents. 

References 
Child Welfare League of America (1992). Children at the front: A 

different view of the war on alcohol and drugs. Washington, DC: 
Author. 

Kloop, G. H. (1997, Fall). Reshaping alcohol and other drug services: 
Sacramento County Department of Health and Human Services 
Alcohol and Other Drug Treatment Initiative. Georgia Academy 
Journal, 12-14. 

National Association of State Alcohol and Drug Abuse Directors 
[NASADAD]. (1997). Estimated number of individuals needing 
treatment. Washington, DC: Author. 



Appendix A 163

Appendix A
 
Collaborative Values Inventory 

Explanation: Many collaboratives begin their work without much 
discussion in depth of what their members agree upon—or what they 
don’t agree upon as well. This questionnaire can serve as a neutral, 
anonymous way of assessing how much a group shares ideas about 
the values that underlie their work. It can bring to the surface issues 
that may not be raised if the collaborative begins its discussion with 
programs and grant proposals, rather than with what its members 
really value in doing their work. To know that a group may have 
strong disagreements about some of the most basic assumptions about 
their community and its needs and resources may help the group clarify 
later disagreements about less important issues that are really about 
these more important underlying values. 

Each question should be administered anonymously to a group, 
using a Likert 1-7 scale for each. 

1.	 Dealing with the problems caused by alcohol and other
drugs would improve the lives of a significant number of
children, families, and others in need in our community.

2.	 Dealing with the problems caused by alcohol and other
drugs should be one of the highest priorities for funding
services in our community.

3.	 People who abuse alcohol and other drugs should be held
fully responsible for their own actions.

4.	 There is no way that a parent who abuses alcohol or other
drugs can be an effective parent.

5.	 There is no way that a parent who uses alcohol or other
drugs can be an effective parent.

163
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6.	 There is no way that a parent who is chemically depen­
dent on alcohol or other drugs can be an effective parent.

7.	 In assessing the effects of the use of alcohol and other drugs,
the standard we should use for deciding when to remove
children from their parents is whether the parents are fully
abstaining from use of alcohol or other drugs.

8.	 In assessing the effects of the use of alcohol and other drugs,
the standard we should use for deciding when to remove
children from their parents is whether the parents are com­
petently parenting and whether their children are safe.

9.	 We have enough money in the systems that respond to the
problems of alcohol and other drugs today; what we need
is more effective programs using the funding we already
have.

10. We should fund programs that serve children and families
based on their results, not based on the number of people
they serve, as we often do at present.

11. We should fund programs that treat parents for their abuse
of alcohol and other drugs based on their results, not based
on the number of people they serve, as we often do at
present.

12. If we funded programs based on results, some programs
would lose some or all of their funding.

13. The agencies in our community do a good job of involving
people from the community in planning and evaluating
programs that serve families and respond to the problems
of substance abuse.
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14. Changing the system so that more services were delivered
closer to the neighborhoods and community level would
improve the effectiveness of services.

15. Changing the system to allow more services to be deliv­
ered by for-profit agencies would improve the effective­
ness of services.

16. Changing the system to require that all clients, regardless
of income, who receive services should make some kind of
payment for the services with donated time, services, or
cash would improve the effectiveness of services.

17. If agencies delivering services to children and families would
work more closely together when they are serving the same
families, the effectiveness of services would improve.

18. The most important causes of the problems of children
and families cannot be addressed by government; they need
to be addressed within the family and by such nongovern­
mental organizations as churches, neighborhood organi­
zations, and self-help groups.

19. The problems caused by use of tobacco by youth are largely
unrelated to the problems caused by the use of alcohol
and other drugs by youth.

20. A neighborhood’s residents should have the right to de­
cide how many liquor stores should be allowed in their
neighborhood.

21. The messages that youth receive from the media, TV, mu­
sic, etc. are a big part of the problem of abuse of alcohol
and other drugs by youth.
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22. The price of alcohol and tobacco should be increased to a
point where it pays for the damage caused in the commu­
nity by use and abuse of these legal drugs.

23. The most important causes of problems affecting children,
families, and others in need in our community are [circle
only three]:

a lack of self-discipline
a loss of family values
racism
drug abuse
mental illness
domestic violence
alcoholism
poverty
economic changes that have eliminated good jobs
low intelligence
inadequate support for low-income families who work
lack of skills needed to keep a good job
the harm done by government programs
illegal immigration
the level of violence tolerated by the community
the drug business
incompetent parenting
too few law enforcement personnel
fragmented systems of service delivery
deteriorating public schools
the way the welfare program works
children born and raised in single-parent homes
a lack of business involvement in solutions
too few jails and prisons
illiteracy
child abuse
an overemphasis upon consumer values
media concentration on negatives
other_______________________________
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A Dialogue on Practice and Policy 

The group had been meeting for four months, following a widely 
publicized death of a child in the care of the child welfare system, 
who was severely beaten, and later died, at the hands of a stepfather 
who was drunk at the time. The group consisted of senior staff from 
the local child welfare agency, the local substance abuse agency, city 
and county governments, a treatment center operator, the local high 
school, and several members of the community. 

“Are we ready to make some decisions today on some projects 
that will show the community that we’re serious?” asked the group’s 
co-chair, the deputy director of the child welfare agency. 

“I hope so,” said the other co-chair, a community leader who was 
pastor of a large church in the neighborhood where the child had 
lived. “It’s about time we got some visible projects going.” 

The regional substance abuse agency director spoke up. “We’ve 
come up with a great list of projects—now we need to launch some. 
We’ve taken long enough talking about the problem.” 

A local businessman from the neighborhood looked worried. “I 
agree we’ve made a lot of progress. But I’m not sure about these 
projects. Are they really going to help? I thought this group was going 
to be about something more than a few new projects on top of all the 
projects we already have going on in this neighborhood. Will a few 
new projects really help save the children and families we are con­
cerned about?” 

The vice-principal of the local high school joined in, saying, “That 
bothers me, too. The United Way has a list of more than 30 parent 
education programs already providing services in this city. Setting up 
number 31 may not make much difference if we can’t tell whether any 
of the ones already out there are helping parents who want to deal 
with their drug and drinking problems.” 
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The minister asked, “Whatever happened to that neighborhood 
inventory that we were going to do? How much are we spending now 
for treatment services to people from this neighborhood?” 

A young budget analyst from the city government spoke up. “I’m 
glad you asked. We just finished our first draft last week, and we were 
surprised to find out that the city, county, school district, and state are 
spending a total of $3.5 million a year on prevention and treatment 
services targeted directly on this area.” 

“$3.5 million!” exclaimed the minister. “Where is it?” 
The city staffer continued, “That counts the school prevention 

programs for kids, the police department’s prevention programs aimed 
at drugs and gangs, police patrol time related to drugs and alcohol, 
treatment for parents and others who gave this neighborhood as their 
address, the methadone maintenance program, and your area’s share 
of the hospital clinic that runs day treatment programs for this whole 
side of the city. If you count the treatment services for inmates origi­
nally from this neighborhood, the number gets even higher. And of 
course that doesn’t count all the voluntary self-help programs that 
aren’t funded by government. There are a lot of churches that provide 
help to programs like that, and none of that is in the budget.” 

“Could we get that budget every year, so it’s updated and we can 
see what happens to those programs from year to year instead of just 
getting it once?” asked the vice-principal. 

The city staffer replied, “I can’t speak for the elected folks, but if 
a majority of the people on a diverse group like this asked the city 
council and the county commissioners for it, I’ll bet it would be made 
a staff priority. That’s what has happened in some other cities around 
the country that have developed children’s budgets and prevention 
budgets that they update every year.” 

The vice-principal said, “Let’s go back to talking about what we’re 
going to do. Maybe we should ask how these new projects on the list 
we’ve developed would affect any of that spending that is already 
there–and who should get priority treatment in these programs. Do 
we know who benefits from the old treatment programs?” 
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“We have some of that, but it would take some more work to 
break out just who the clients really are,” said the treatment program 
director. 

“But how do we measure whether things are getting better in this 
area?” asked the businessman. 

The child welfare deputy director answered. “We have begun to 
collect some neighborhood indicators that would measure some of 
this. We want to measure both successes—like kids served by the pre­
vention programs and people successfully completing treatment— and 
things that are problems, like new liquor outlets, DUI arrests, arrests 
for drug sales and possession, and domestic violence incidents reported 
by the police that involve drugs or drinking.” 

Looking troubled, the vice-principal spoke up. “Wait a minute. 
Why would kids in programs be counted as a positive if the programs 
don’t work? How do we know which programs work?” 

The city staff assistant said “Good question. We really don’t, be­
cause most of these programs are funded based on their numbers or 
the need in the area, not the results they achieve.” 

“The good news is that the state has begin to rewrite its contracts 
so that funding is based on results achieved, but they are going to take 
three years to make the transition from intake-based funding to 
results-based funding,” said the regional treatment program supervisor. 

“So what do we do in the meantime?” asked the minister. 
The vice-principal spoke up. “Well, what if we funded these new 

projects based on the willingness of the groups we fund to keep track 
of their results, not just how many people they see? We could help 
them with some training for their staff and boards. I’ve always wanted 
to know what we’re getting out of all the money we put into school-
based prevention.” 

The businessman said, “That makes sense. But once we decide 
what programs we want, how do we decide who gets them? Is it just 
first come, first served? Don’t we need a study to find out how many 
of the parents in trouble with CPS have drug and alcohol problems 
and who they are?” 
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“We all know it’s 70 to 80% of the caseload,” said the child 
welfare deputy director wearily. “We don’t need any more studies to 
tell us that.” 

The businessman wasn’t persuaded. “But wait a minute—I’ve 
heard you say that several times in these meetings—but I still don’t 
know what it means. Does that mean that out of the 400 calls to the 
abuse hotline last year you told us came from this neighborhood, there 
are roughly 300 or more parents who have a drug or alcohol prob­
lem? And if that is what it means, what are these projects going to do 
about those 300 parents—and the others that people don’t make calls 
about? How many of them are we serving today?” 

The substance abuse agency supervisor answered. “We don’t have 
that information, but we are trying to get some of the client data for 
our agency geocoded for the first time so we can track clients in treat­
ment by their neighborhoods.” 

“Do we know how many of them have kids?” asked the minister. 
“We’re trying to add that data, because in the past we didn’t re­

ally see kids as part of our caseload, but now we are trying to treat the 
whole family. So we’ve added that to the intake form.” 

“But with all this information, how are we going to set priorities 
among all the projects we’ve proposed?” asked the vice-principal. 

“First, we shouldn’t just start something new unless we’re sure 
that existing programs can’t do it. And we should work harder with 
the programs we already have than we do setting up new ones,” said 
the minister. “We’ve already agreed that the new programs should be 
clear about what results they are going to measure, not just tell us 
what they’re doing or how many people they’re serving.” 

The vice-principal asked, “What if we added a requirement that 
the CPS parents become a priority in treatment programs?” 

The businessman asked “How do we know that treatment works? 
I keep hearing that treatment works, but I also hear that people keep 
dropping out of treatment all the time.” 

“How could we say that treatment works if they drop out all the 
time?” asked the vice-principal. 

The treatment program director was looking exasperated. “What 
we need is a case manager who can follow up with these parents and 
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make sure they keep coming for treatment. It isn’t our fault if the 
clients don’t show up.” 

Looking skeptical, the child welfare supervisor asked, “But what 
happens when this case manager makes the referrals? If all we’re talk­
ing about is some kind of ‘referral on demand,’ it seems to me we 
haven’t made much progress. Referral sure isn’t treatment. We can 
make referrals today, and so can the judge—but all that means is that 
a worker gives phone numbers to some mom who has just been threat­
ened with losing her kids. The question is—what is going to happen 
over at the treatment agency that is any different?” 

“Remember, we haven’t got any new money for these parents, 
and we’ve got other mandated priority groups,” said the treatment 
agency director. 

“How many of the welfare parents are in the CPS system?” asked 
the vice-principal. 

The child welfare supervisor answered, “CPS clients are a small 
percent of all welfare parents, but the percent of CPS parents on wel­
fare is much higher. The question is whether welfare parents who are 
in CPS and who volunteer for treatment should be given a priority for 
these new funds.” 

The city staff person said, “We also need to remember that there 
are new funds for several of these programs. The federal government 
has proposed new support services funding for welfare clients, the 
treatment block grant is getting more money, and the state is asking 
for a waiver so they could use child welfare funds for treatment. But 
we need to go after these funds right away if we are going to. There’s 
a short window of opportunity for these new funds, and we need a 
new policy commitment from the city and county that they are going 
to go after these funds.” 

The minister said, “So if we’ve got new funding, and we’re going 
to try to strengthen the programs that are already out there, we’re 
beginning to develop a real agenda that is a lot more than two or 
three new projects. I hear you,” he said, turning to the treatment pro­
gram director, “on the problems with parents who don’t show up for 
treatment. And I’m ready to recommend that those parents should 
not be the main caretakers for their kids. But what if our neighbor­
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hood groups and some of my church members were helping you by 
checking to see if these parents are doing what they need to do—and 
providing some continuing support after they leave your program. 
From what I’ve seen, treatment is a lifetime deal, not something you 
finish in 30 days.” 

“That would help a lot,” said the treatment program director. 
“Let’s see how that would work.” 

The businessman asked, “How long is all this going to take? We 
want to get something going right away and all these negotiations for 
funding and new evaluation requirements sound like they’re going to 
take a lot of time.” 

“It will,” said the minister. “But I’m convinced that we have to 
fix the system while we’re trying to do a better job of serving those 
parents who want help and are willing to help themselves by staying 
in treatment.” 
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